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VOLUME II

SECTION A

OVERVIEW
1. BACKGROUND:

a. A joint Departmeni of Defense, Department of Energy, and Federal
Emergency Management Agency Nuclear ﬁeapqn Aécident Exercise, NUWAX-83, was
conducted during the period 5-10 May 1983 by the Defense Nuclear Agency.

The exercise included the United States Navy, the Department ol Energy, the
Federal Emergency Management Agency, and the Commonwealth of Virgiﬁia (covf as
the major participating players. NUWAX-83 was the third such full-scale
exercise of the nation's nuclear weapon accident response capabilities and was
conducted at the Department of Energy's Nevada Test Site (NTS). The scenario
had artificialities specifically incorporated to provide maximum play for the
widest possible variety of partiéipants. In actual nucleét weapon transport,
the United States employs stringent safety requirements in order to prevent
aircraft accidents, such as portrayed in the NUWAX-83 scenario. For instance,
flight over populated areas isvspecifically avoided, or at least minimized,
when otherwise impossible to avoid. 1Ir a similar vein, the U.S. has never.had
a fire or high explosive component explosion involving a nuclear weapon and a
helicopter.

b. Since thé development of nuclear weapons by tﬁe United States, there
‘has never been an unplanned or inadveftent detonation of a weapor. which
resulted in a nuclear yield. The United States has, however, experienced
accidents which resulted in detonation of the high explosive compc-=ents of the

weapons and created significant radiological problems for response forces
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lved in the cleanup. Twe notable accidents occurred in Palomares, Spain
in 1966 and Thule, Greénland in 1968. Both of these accidents resulted in
detonation of the high explosive components of some of the weapons irvolved as
well as area radiological contamination. These accidents provided extensive
experience in procedures and techniques for recovering from an actual nuclear
weapon accident. However, much of the experience gained was gradually lost
due to the loss of personnel who had participated ir the recovery efforts.
Currently, in order to handle such accidents, each Military Service and the
DOE maintain response teams which are capable of dealing with the various

aspects of a nuclear weapon mishap. Prior to NUWAXs -79 and -81, however,

there was little opportunity to exercise or evaluate the interfaces among

these teams and management elements in the joint operations ¢ .vironment or to

" evaluate response guidance. Both exercises identified many shortfalls and

limiting factors in the national response capability and generated some
significant changes in the concept of nuclear weapon accident preparedness and
response. NUWAX-83 provided a realistic medium for evaluation of these new
corncepts and for the further enhancement of the national radiological response
capapnility.

c. NUWAX-79 was the first large-scale nuclear weapon accident exercise
conducted by the U.S. It was a time compressed exercise of limited scope. It
did, however, involve the DOE and all four Services in érder to increase
accident response awareness throughcut the DOD. Play in the Washington area
was minimal, as were off-site communication§, and interfaces with other
Federal departments and acgencies which miqh£ have direct or supporting

responsibilities. The U.53. Army providcd the Initial Response Porce and the

U.5. Air Force provided the Service Response Force. No attempt was made to

-



Z include state or local authorities. This limited apprcach to improvement of
the national nuclear weapon accident responsc capabilities reflected existing
perceptions of current capabilities and what was initially achievable.

d. Considered within the context of its scope and intent, MUWAX-79 was a
very successful exercise, since no comparable exercise of its magnitude had
ever been attempted in the United States, and no actual nuclear weapon
accident had occurred for over 11 years. The true significance of NUWAX-79
was the clear highlighting of what had to be done to regain the capabilities
that had previously existed and expand them to meet morc demandinc conditions.
The exercise planning process alone made it obviocus that a nuclcar weapon
accident will create unique radiological health hazards, public concerns and
clean-up problems far different from other military or natural accidents that
might involve military response. During the field exercise proper it became
clear that effective management of the response efforts required uniquelv
knowledgeable and well trained military commanders and staffs to meet the
specialized, multifaceted technical and operational challenges. Furthermore,
exercise experience confirmed that the copabilities and support available from
or provided by DOF participants were neither widely understood nor well
defined in DOD Service directives. Ceonsequently, DOE capabilities were poorly
integrated and less than efficiently utilized, and DOE responsibilities were
not initially recognized by the DOD on-scene commanders.

e, Following NUWAX-79, many improvements were made. Intra-DOD and
interagency agreements, directives and procedurcs were developed or refined.

The roles and responsibilities of FEMA werce integrated inte DOD and DORE

w)



planning. A draft Nuclear Weapon Accident Response Procedures (NARP) Manual
was prepared as a guidance document for field use by the DOD and other
accident response forces. Training programs were revised at the Interscrvice
Nuclear Weapons School, and a new Senior Officer's Course was initiated.
'Steps were taken to involve state and local governments in nucleary weapon
response accivities and exercises. In September 1980, a TITAN accident
(Damascus, Arkansas), wvhich involved a nuclear weapon, but not radioactive
dispersion, stimulated further DOD improvenents.

f. NUWAX-81 built upon and expanded evaluation of the advances made since
NUWAX-79. Major gecals included involvement of Federal, civil and military
headquarters and their field response activities. Further, NUWAX -81 was
intended to involve a state emergency response organization and, as
practicable, to simulate lccal government and civilians in the accident
environment. The State of California was a major planner and participant in
this exercise. The value of using a live radioactive contaminant for realism
and the lack of an alternative area with a suitable Environmental Impact
Statement (EIS) dictated a return to the Nevada Test Site. In NUWAX-81 the
U.S. Air Force provided the Initial Response Force (JRF), and the U.S. Army
provided the Service Response Force (SRF). This expanded the exercise of both
Services and permitted an evaluation of the role plaved by Army's Director of
Military Support (DOMS), who is resﬁonsible for coordinating the off-site DOD
support to the Civil Sector th?ough FEMA, should the President declare a major
disaster or emergency fcllowing & nuclear weapon accident. NUWAX-81 allowed

previously developed improvements to be verified and expanded awarencss in the
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Fedefal and state governments about the need to develop and practice nuclear
weapon accident gesponse. The need for jointly ratified response agreements
between varicus entities which wouid respoﬁd to an accident of this type was
demonstrated. 1In genercl, the overallnnational nuclear weapon accident
response capability was successfully exercised and evaluated.

2. OBRJECTIVES OF NUWAX-83:

a. The major objectives of NUWAX-83 were as follows:

(1)‘ To build upon and logically extend the experience of previous
exercises and provide for the continued growth of the various Federal response
capabilities.

(2) To expand the level of participation within the Federal govern-
mert, state government (through play by the Commonwealth of Virginia), and
local communities.

(3) To exercise the U.S. MNavy in a primary response role.

b. Functional areas were designated to facilitate the evaluation and
analysis of the exercise activities. These areas were as follows: |

(1) Command and Control

(2) Radiological Safety and Control

(3) Communications

(4) Security

(5) Casualty Handling/Medical Operations

(6) Weapon Operatiors

(7) Public Affairs

(8) Logistics and Service Support



(9) Legdl Affairs
(10) Site Restoration
c. Exercise performance objectives werce developed as an‘nxpandcd guide in
the evaluation of plaver activities in each major functional arcae of sccidert
resporse. These performance cbjectives are defined in the followina
paragraphs.
d. Command and Control.

(1) Command Relationships. FExercise and cvaluate control and
coordination procedures cmployed bv DOD, DOE, FEMA, and the Commonwealth o
Virginia in responding to a nuclear weapon accident which extends bcyond the
specific Timits of normal military authority and requires extensive interface
with other Federal agencies, major command agencies of the Department of
Defense, and Commorwealth of Virginia state, county, and local governments.

(2) Service/Agency Relationships. Exercise and evaluare procedurec
for utilizing and integrating technical capabilitirs and expertise of
responding forces ir overall response opecrations.

(3) Operating Preocedures. Exercise and evaluate geneial operating
procedures including notification and mobhilization cf responue forces,
timeliness of response, and follow-on acticrs during exercise plav.

i

‘e. PRadiological Safety «nd Control. 1

g?) Radiological Health. Exercise ard evaluate the radiolcceieal

By

health procedures and cepabilities of the medical and radiclogical health
teams suppor*ing the on-scene commarder and stote/local acvernmen* . Praludare

the interface with radiological response alements from coupbty an
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offices and Federal agencies such as the Environmental Protecfioﬁ Agency, the
Department of Health and Human Services, an§ the Department of Agriculture.
(2) ﬁadiological Conérol. Exercise ard evaluate the caquilities and
actions of radiation survey teams to determine and coordinate on the location
and extent of contamination in the accident area using iritial entry survey
fechniques as well as detailed area survey and plotting techniqu;s. Exercise

and evaluate the utilization of the Accident Pesponse Group Aerial Measuring

" System (AMS), Atmospheric Release Advisory Capability (ARAC), and field

measurement data.

(3) Decontamination. Exercise and evaluate the capakbility cf
Service/Agency run hot lines to perform decuntamination operations.

f. Communications.

(1) Joint Reporting System (JRS). Exgrcise‘and evaluate the
capability through the JRS to provide timely and accurate Qccident
notification and information to the NMCC, :ppropriate Service HFeadquarters,
the’JNACC, DCE/EOC, FEMA, other Federal agencies at ;he nationai level, and tc
state and local authorities, os appropriate.

(2) Resanse Force Communications. FExercise and evaluate the
communications equipment with, or deployed to support, nuclear accident
response forces at the accident site.

g. Security.

(1) DOD Authority. Exercise and evaluate existing cuidance and

authority to establish DOD control over an accident site at a location whefe

DOD authority ané jurisdiction may be challenged by civil autherities.
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(2) Security Procedures. FExercise Qnd evaluate the capabilities and
security procedures emploved by the initial and follow~on response forces to
establish and maintain control over the accident site. Exercise and evaluate
their interface with civil law enforcement on appropriate security matters.

(3) COperations and Communications Security. Exercise and evaluate
the capabilities to protect classified material through cperations security
{(OPSEC) and communications security (COMSEC) procedures.

h. Casualty Handling/Medical Operations.

(1) Casualty Handling. Exercise and evaluate casualt:; handling
pfocedures, coordination, and liaison with local hospitals on the medical
aspects of radiation hazards.

(2) Casualty Reporting. Exercise and evaluate response force
procedures for casualty reporting.

i. Weapons Operations.

(1) Render Safe Procedures. Exercise and evaluate the capabilities
and procedures of the EOD personnel in rendering safe simulated damaged
nuclear weapons and in disposing of simulated high explosive hazards.

(2) DOL Support. Exercise‘and evaluate the effective utilizaticn of
appropriate laboratory weapon specialists of the DOE Accident Response Group
(ARG) in an advisecry an?! assistance role.

{3) Recovery and Salvage. Exercise and evaluate the capability of
participating DOD elements, with asgistance from DOE, to recover, package, and
prepare weapons and weapon compbnents for shipment.

j. Public Affairs. Exercise and evaluate the public affairs procedures
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of all elements of the DOD, DOE, FEMA, the coordination among these clements,

pe,

.

and their interface with state and county public affairs representatives.

AR,

Evaluate the adequacy of existing DOD public affairs policy for accidents

s
ot

involving ruclear weapons. Evaluate the Public Affairs program to satisfy

J Y
-~

z: concerns And pressures relatedvto the public interest.
%3 k. Logistics and Service Support for‘Response Operations,
‘ (1) Administration, Exercise and evaluate the adminiscrative
2; support to the on-scene commander.
“ ‘
'3 (2) Transportation. Fxercise and evaluate DOD airlift éupport and

surface transportatioﬁ capabilities.

AN

(3) Logistic Support. Fxercise ard evaluate logistic support.

1. Legal Affairs,
(1) Support gnd Advice. Exercise and evaluate the legal program to
K include the effectivencss of support and advice tv the on-srcene commander,
E (2) Jurlsdictional‘Disputea. Fvaluate cspability to resolve any
: jurisdicticnal disputes between responding forces and the state and countwv

gqovernments,

m. Site Pestoration.

(1) Docontahination. Fxercise ord evaluafe the capahilities of the

.e”
-

military and civilian response forces to plan for extended decorncamination

0

Y

'~

Sk e
»_

actiors,

”ii (2) Site Pestoraticn Flanning., Fxercise ard evaluate the detailed
x; site rcstoration planniﬁq by responge elements to include idertification of
e equipment, trarcportation, personnel asscets, cost estimates, procurement

a procedures, time requirements, and rstablisred clearup starndards,
. .
.



3. EXERCISE PLANNING:

a. Jeoint planning for NUWAX-83 commenced with the first meeting of the
Exercise Operations and Evaluation Working Group (EOEWG) held at FCDNA 29
April 1982, Planning responsibilities were éssiqned to four sub-groups, the
Scenario Working Group (SWG), the Radiological Safety Working Group (RSWG),
the Logistics Support Group (LSG), and the Financial Planning Group (FPG).
These groups were composed of representatives from DOD, DOE, FEMA, and COV.
Planning actions accomplished by the sub-groups were periodically briefed teo
the EOEWG for review and approval.

b. Two major planning documents were published by Field Command, Defense
Nuclear Agency for use by exercise controllers and‘players. The NUWAX-23
Exercise Plan (EXPLAN) provided detailed information foi the planning,
preparation, execution, and analysis of the exercise. The NUWAX~83 Player
Supplement to the EXPLAN provided the player response forces necessary
information about the exercise to help minimize confusion over exercise
aréificialities and satisfy real world safety concerns.

4. EXFRCISE SCENARIO:

a. Basic Staging:

(1) A Navy CH-46 Sea Knight helicopter located at the (simulated)
Naval Ordnance Facility. (NOF), Port Gaston, VA, was loaded with three nucl-oar
weapons for a logistical movement to 2 nearby naval station. The CH-4F
helicoptér was escorted by a’second CH-4¢ containing a security reaction force
of 15 marines. About 5 kilometers beyond the boundary of the NCF, the

security force helicopter encountered difficulty and was required to make an

10
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immediate forced landing. The load-carrying helicopter ther attempted to
return to NOF Port Gaston, the ncarest DOD faciiity. Over the (simuiated)
town of Port Caston, VA, and just before crossing thé NOF boundary on his
return to the RED LABEL area, the pilot of the logistical heliecopter issued an
abrupt "MAY DAY." Immediately therecafter, one rotor of the logistical
helicopter came loose and cut into the fuselage. The helicopter then
sepafated into two sectionrs ana crashed; the front portioa of the helicopter
and some debris landed approximately 50 meters from the gate inside of the NOF
fence with debvris catching on fire, while the smaller rear section hit near
the city park and was, likewise, on fire. Some type of cargo had fallen {rom
the separating helicopter hitting the ground near the fence line and
exploding. One of the fence mainterance personnel workina in the area was
killed by flfinq debris, fn addition, one civilian Navy employee ard sailor

were injured. Marine guard(s) at the gate were injured and a sailor and his

girlfriend in the park were hurt by the flying debris, Two residents of the

trailer park were killed by dehris from the crash.. Four other residents had
minor injuries and walked to the outskirts of the trailer park to observe the
fire. A group cof bystanders quickly beaan gathering outside the perimeter
fence and observed the activity.

{2) Civilians from Por%t Gastcn witressed the crash and explosion and
notified Pourt Gaston aré Jefferson County police, fire, and rescue uni s,
Poth Naval Ordnance Facility and Jefferson Courty polire, fire, and rescue
units reeponded. The Marine security force on the escort shir was unable to

respond immediately, but arrived shortly thereatter.

11




b. Pre-Crash Aircraft Confiquration:

(a) Mission Aircraft #1. CH-46 Sea Knight. Crew consisted of:

;Crew:
Pilot Courier
Co-Pilot Armed Guard
Crew Chief Armed Guard
Carqo:

Weapon-2 stored in container.
Weapons-B & C on a double high stack bolster.

(b} Escort Aircraft. CH-46 Sea Knight. Crew consisted of:

Crew:
Pilot Crew Chief
Co-Pilot 15-person Security Force

c. Crash Damage to Cargn:

(1) A W-55 SUBROC fell with the front portion of the wreckage and
remained inside the helicopter wreckage. | |

(2) A B~57 bomb fell from the front portion of the helicopter and
underwent a high order hiqgh explesive detopation upon impact. This resulted
in destruction of the weapon, the spread of classified contaminated debris,

!

ancd produced arn area of downwind radioacti?e contamination.

(3) Another B-57 bomb fell with the first cre and was separated from
it by the explosion. The physics package of the second B-57 was thrown
of f milit%%y property while thé parachute section remained inside the NOF

boundary.

¢ S 2 A
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d. Casualties: None of the logistical helicopter crew survived the
crash. Three fence maintenance personnel were inspecting the fence line, and
one of these individuals was killed }y flying debris. Two civilians in the
trailer park were killed. Several civilians in Port Gaston were injured by
the explosion's debris. Several other civilians frcm the community received
external contaﬁination from the radicactive plume in addition to their
injuries.

e. Radioactive Fallout Pattern: Area contamination produced by the B-57

bomb undergoing high explosive detonation inciuded the seafood restaurant,

part of a nearby robile home park, and a small industrial park.

f. Civilian Involvement: Following the crash and explosion, local
citizens called the Jefferscr County and Po¥t Gaston Police departments and
lJoecal fire and rescue units. Rescue units responded to the accident site.
Contamination resulting from the accident was spread by the unsuspecting
populace.' Local resources were heavily taxed in dealing with the contamina-
tion and restoration.

5. EXERCISF CPERATICNS:

a. NﬁWAX-SB was an exercise that maximized effects of an on-hase nuclear
weapon accident with severe off-base consequences. Challenging accident
recovery problems were provided to the Federal, state, and local response
personrnel. A Joint Task Group (JTG), composed of approximately 300 persorrel,
furrished exercice control, evaluatior, end support both at the MTS and at
Emergency Operations Centers in the Washington Arca. JTG umpires functicned
as both exercise controllers ard evaluaters at the accident site and in the

Washington Area.

13



Z Al s B B IS 8. S B

A ot

b. Some 600 player participants representing the DOD, DOE, FEMA, other
Federal agencies, and the Ccmmonwealth of Virginia (COV) responded to the
accident. The Port Gaston NOF and the town of Port Gaston were constructed
prior té the exercise and were populated for several days before STARTLX.
MUWAX~-63 differed from previous NUWAX exercises in that the scenario was based
on an accident at an established town area. During the éxercjse, the NCF aﬁd
accident site were under the operational contrcl of the on-scene comménder,
and the town was governed by the leccal authorities.

c. There were in excess of 150 official visitors arnd 30 media personnel
who &bserved NUWAX-83 operations. ‘In addition, there were 71 official observ-
ers, including foreign observers from the United Kin/ demw, who attended the
exercise for periods ranging from three tc seven da?s.

d. In Washington, sur;oqates played in the place of most key deci-
siop makers. The surrogates' actions and comments during the e%crcise may nrot
necessarily have depicted the actions ari comﬁents their respective principals
might have injected into exercicse play. Since the Washington Control Group
also simulated a number of external exercise interfaces, the pléyers were, in
many instances, unable to coordirate with their normal points of contact as
they would in ar actual situation.

e. Washington area commands ard agencies which par*icipated in Exercise
NUWRX-83 were the:

(1) Deparrment of Defense
(a) Assistant Secretary of Pefense (Public Affairs)

(b) Assistant to the Secictary of Defense (Atomic Fneray)

14




(c) Organization of the Joint Chiefs of Staff
(d) Department of the Army |
(e) Department of the Navy (to include CINCLANTFLT HQ, Norfolk,
VA)
(f) Department of the Air Force
(g) Defenge Nuclear Agency
(2) Department of Energy
(3) Federal Emergency Manayement Agency
(4) Department of Health and Human Services
Public Health Service
(5) Environmental Protection Agency
(6) Department of Agriculture
(7) Department of Interior
(8) Department of Housing and Urban Development
.(9) Department of Commerce
(10) Nationél Communications Svstem.
(11) National Red Cross.

6. LESSONS LEARNED AND RECOMMENDATIONS:

a. Details of the wajor lessons learnedifrom‘NUWAx—83 and recomﬁendations
for corrective action to improve accident response are included.in Section B.'
They are based on direct umpire/céntroller observations and were also
summarized for key players/planners at an exercise critique held 12-13 May
1983 at the DOE's Nevada Operations Office. The.iessoné learnéd are
considered the official conclusions from NUWAX-83 in that they reflect the

concensus of the major participating agencies. 1In addition, each major

participant’s lessons learned are included as a separate
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annex in order to provide for comparison and divergent viewpoints.

7. SUMMARY QF NUWAX-83:

a. OCverall, NUWAX-83 must be considered a great cuccess. The objectives
of the exercise were achieved and new lessons were learned. Previously
developed improvements were verified and the need for further development of

response capabilities was reccgnized hy the Federal and state agencies

involved. It was obvious that the NUWAX series of exercises has greatly

improved the experience and knowledge level of virtually all the response
agencies that deal with this tvpe of problem.

b. There was unanimous support f{rom both plarners and players for con-
tinuing the NUWAX exercise series. NUWAX-83 reaffirmed that only through
jointly conducted field esxnercises can the degree of realism be achieved that
aliows for a critical exercise test and evaluation of current nuclear weapon
accident response procedures and doctrine. Comparison of NUWAX-83
deficiencies and lessons learned with those of earlier exercises clearly
illustrates major improvements and understanding of the inherent problems in a
nuclear weapon accident by the response cohmunity.

c. NUWAX-83 was a learning experiencg?of great berefit to the response
community. It was conducted in a no-fault environment and thus has permitted
a complete and very candid evaluaticn in this After Action Report. There is
no intention to single out individuals or groups for criticism; the objective
is to improve recsponse planqing and procedures. In fact, individual and aroup
performance should be highly commended. The leadership demonstrated in the
respmn?x’clearly reflected extreme dedication, sense of purpose, and continued

. 4 . .
improvement in virtually every area.
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8. SIGNIFICANT CONCLUSIONS FROM LESSOMNS LEARNED AT NUWAX—&Z:‘ Progress in

improvement to the national capability to respond to a nuclear weapon accident

has been extensive over the past four years. NUWAX-8}7 itself a significant

advance in scope,fﬁrovided a number of important lessons. .From these latest
lessons,fzhexe appear to be several specific areas which offer the greatest
opportunity to further enhance our response capability. These include:

a. Radiological GGidelines;izThe absence of coordinated radiological

procedures which would rapidly identify and quantify the radiological problem

remains an area of weakness. While there are adecquate resources and expertise
.7 .

available for response, there is no coordinated plan to define the existing

problem. The public information and relétions programs are hampered by a lack
of congensus on health physics, and there are no coordinated Federal site
restoration quidelines for use in discussion with state or iocal government
officials. It is not hard to forecast ghe'challenges facing the total Federal
response force under t+re existing conditions,;XSome examples are: T

(1) The need tovavoid undue public alamm during all phases of
accident response,

{

(2) The need ”to assure contaminated civilians that they have been
properly decontamirated, * SN

(3) The reed to achiéve agreement with state and local ageﬁcies that
buildings, lan&, etc., have heen cleaned up to a level of safety that has

broad support among the scientific community. 1In the absence of some agreed

criteria, the economic impact and legal aspects could be overwhelming. -
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The Government's credibility will be challenged without a clearly
established course of action which definres the actual problem. The most
significant radiation exposure normally occurs during the passage of the
contaminated cloud immediately following the accident, and before protective
or preventive measures can be implemented. The degree of hazard to people in
the contaminated area after cloud passage is not precisely determinable.
However, it is much smallier than the hazard during cloud passage. Extensive,
but as:yet uncompleted, work to develop coordinated guidelines for clean up
standards has been conducted. The difficulty in predicting radiological
effects in a plan which attempts to cover all accident conditions may make
creation of such a plan impossible. For this reason, the first effort should
be slanted toward formulating guidelines.

Information on the hazard, based on exposure time, to unprotected
pe;sonnel should be generated. This information should be compiled and used

7/
‘as a guide to minimize public and response force risk.

(;__;;9 b. Federal,,é;ate and ﬁ;cal,Planningj) HUWAX-83 incorporated state and
,lléééi éﬁ£ﬁori£y participation in a majbrjnuclear weapon accident exercise.
. p A
NUWAX-83 é&perience reaffirmed the necessity for emergency pre-planning ‘and
}coqrdinatibn between DOD nuclear facility commanders and civil authorities.
Prompt, effective, coordinated reaction will depend on the degree of
;pre-planning and mutual knowledge of responsibilities and capabilities
Eestablished prior to an acciéent. The complerities of the response recuired,

f&he initial confusion resulting from inadequate information flow, the hazards

i . 18
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to life and thé threat of radioactive contamination all demand coordinated
pre-planning. Since NUWAX-79, DOD, FEMA and DOE have been striving to improve
coordination Qith state and local authorities. DOD has directed that the
Services cooperate with and assist FEMA in developing radiological emergency
plans with.appfqpriate state and local autho?ities for those DOD fixed
facilities where the potential exists for an accident involving radioactive
material. ' Local military installation comménders must plan to coordinate or
interface with state and local officials during their radiological accident
exercises within the limits permitted by securitv classificaticn guidelines
and the abiiity of the local governmental agencies to participate. The basic
DOD policy of "neither-confirming-nor-denying" the presence of nuclear weapons
under normal day-to-day conditions somewhat constrains zccident pre-planning
and joint military/civilian exercises. Nevertheless, there is 2 need for some
form of military-civil government interface to take place. Actions are in
progress to resolve the dichotomy between security requirements and the need
to enhance nuclear weapon accident coordination. It is imperative that
military installation commanders be provided clear guidance and assistance
that will enable them to plan effectively with their civilian counterparts.

s ‘
c. Expansion of f}aining Obportunities-“Ever since the preparatory

planning for NUWAX-79, numerous recommendations for revisions of regulations
and operating procedures have beenimade. The efforts toward refinement and
improvement have resulted in several revised editions cf the draft MNARP, new
formal courses of instruction, and many revisions of DOD operating procedures.

Lessons learned from major exercises have been briefed widely. It is

19
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extremely important that the respénse agencies at the Federal, state, and
local levels train to the standards and with the equipment whiéh have becn
identified as necessarv. Retirement and transfers continue to drain the cadre
of experienced personnel. Since the probability of having an accident has
becen lowered in the 1970's and 80's, it is understandable that even those
individuals who are tasked by their Services to respond to‘an accident have
tended in the past to downplay this responsibility and focus on the many
day-to;day problems facing them. However, NUWAX-83 has clearly indicated that
response forces currently recognize the magnitude of their responsibility and
have made significant advances in azlmost every area. This level of training
must be maintained and expanded to enable the critical mission of nuclear

weapon accident response preparedness to be fulfilled.

20
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VOLUME II .
SECTION B
LESSONS LEARNID

1. COMMAND AND CONTROL: (Washington Play):

a. TOPIC. Nctification (Natiornal Milita:ry Command Center (NMCC)).

(1) COMMENT/DISCNHSSION: The NMCC received the initial BROKEN ARRM

‘report (voice) from a Commander in Cﬁief, Atlantic Fleet (CINCLANTFLT) Public

Affairs Officer (PAQ) at 0516117 May 1983. This notification used the flaé
words BROKFEN ARROﬁ‘and rev;aied only that a helicopter had crashed at the
Naval Ordinance Facility (NOF), Port‘Gaston, va. A post—exefcise reconsiruction
of this evént indicates that the Service Responsé Force (SRF) PAO nad called
the CINCLANTFLT PAO and requested him ‘to inform tHe Office of the Secretary of
Defense (0OSD) and Navy Public Affairs Offices of tHe helicopter accident. The
CINCLANTFLT PAO‘irAdvertently reached the NMCC and suksequently gave his
report to all participan*s in the telephone conference convened by the MMCC.
This report created initial confusion in the NMCC, partly as a result of a
woor telephcne connection. Additionally, it did not contain the elemerts of
information requi;ed in a BROKFMN ARROW reporf. The NMCC had significant
difriculty in understanding the report, who was sending ‘the report, and who to
contact to obtain additioral information regarding casualties, damage, weapon
types, location of the crash, etc.

(2) CONCLUSION: The iritial BROKEN ARROW report received by the NMCC
did not contéin sufficiernt informaticn and did not come through the normal

operat.iziis channel. There is no record indiceting that a proper OPREP-3

‘BPOKEN ARRCHW voice report was submitted by or-site or CINCLANTFLT operations

personnel in accordance with JCS pPub €.

21




(3) RFCOMMENDATION: That the Navy should review OPREP-3 reporting

procedures and emphasize the importance of correct, complete BROKEN ARROW
reporting.
b. TOPIC. Notification Procedures (DOE EOCC).

(1) COMMENT/DISCUSSION; Review of the Department of Eneray (DOE)

notification process indicates:
(a} The initial NMCC conference call with CINCILANTFLT did not
include a specific location and the types of weapons involved.
(b) DOE first received the accident details from the DOE JNACC and
then contacted the NMCC in a secure mode for coordination.
i(c) The NMCC did not retransmit the BROKEN ARROW report to DOE ard
FEMA for over 2.5 hours.

(2) CONCLUSION: The NOE did not receive adequate information from DOD

elements during the initial hours following the accident notification.
Reporting instructions should include HQs DOE/EOC and FEMA EICC as timely

readdressees on all BROKEN ARROW record copy reports.

‘!(3) RECOMMENDATION: That the ATSD(AF) stress the importance of timely,

2

accurate reporting, and verify that DOE and FEMA are included as .readdressees
jvoh all?pertinent nuclear weapon accident reports.
c. TOP1C, Notification Procedures (FFMA Emergency Tnformation Coordina-

tion Center (EICC)).

i
3
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(1) COMMENT/DISCUSSION: The information provided by the reporting

command irn the initial NMCC BROKEN ARROW conference call was sufficient to

alert the FEMA FICC, but insufficient to cause FEMA to notify those agencies
and offices within the Federal Government which have response reqairements.
Information regarding radiation contamination was unknown for an extgnded
period. When FEMA notifications did begin, the process took over one hour to
complete.

(2) CONCLUSION: rederal agencies can not act decisively on incomplete

information. Reporting organizations must ensure that complete and accurate
information is provided as rapidly as possible.

(3) RECOMMENDATICN: That reporting Services/Acgencies ensure they

obtain complete information as soon as possible, notify all appropriate
agencies, and provide information updates as often as necessary.

d. TOPIC. Transfer of National-Level Command and Control (NMCC).

(1) COMMENT/DISCUSSICN:

}a) The Department of Deferse, Department of Energy, and Federal
Emergency Management Agency concluded the Joint Agreement for response to
nuclear weapons accidents in January 1981. This agreement contains the
following provisions: "The NMCC will be responsible for initial national-level
command and céntrol and response of Department of Defense (DOD) resources and
personnel un£i1 conditions have stabilized, at which time command and control
will be transferred to the Responsible Service operations center." This
agreement hag been incorporated into the 10 March 1981 DOD Instruction

3

5100.52, "kadiological Assistance in the Event of an Accident Involving

3

Radioactive Materials." i
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(b) Luring NUWAX-B3, the transfer of national-level command and
cortrol of the acrident from the NMCC to the Navy Cormwmand Center (NCC) oc-
curred at 0518582 May 1983, The turnover in control occurred as a resnlt of
the Navy having elements in close proximity to the crash site and good oomrm-
nications with the on-scene commander (0OSC).. Additionally, the NCC indicatnd
a desire to assume command of the situatiorn, although conditions at the
accident site were still not completely clear. For cryample, some information
indicatecd that one weapon remained unaccounfed for.

(2) CONCLUSION:. The NMCC transferred command and control of the
accidentéto the NCC smoothly and efficiently. However, the stabilization
criteria providing for transitien of operational cortrol in the Washington
area during a nuclrer weapor accident response operation werce not clearly
defined.

(3) RECOMMENDATTION: That the As:istant tc the Secretary of Defense

‘(Atomic Energy) (ATSD(AE)), in coordination with the Services and the Orga-
.Aization of the Joint Chiefs of Staff (NJICS), review criterie for the transter
‘of national-level command and control of nuclear wecapon aceident response
joperations ard take corrective action as required.

e. TOPIC. National-level Command and Centro! (Havy Command Center
(NCC) ).

(1) COMMENT/DISCUSSION:

{a} The NMCC is responsible for initial naticnal-level command and
control and response of DOD resources and personnolﬂ When conditions have
stabilized and as dirccted by the Secretary of Defense or his authorized
representative, the NMCC will transfer commerd and control +o the respeonsible

-Service operations center.
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(b) The NMCC transferred co&wand and control responsibility to the
|
NCC at 0518582, approximately 3 hours after the accident. The NCC Crisis Team

<

{(CT) Director had indicated a readine54 to accept control. At this point, the
i
|

NCC had assessed and assimilated all in[ormation which the NMCC had acquired

regarding the accident. Although many details concerning the accident, such

as location of nuclear weapons, were nok known even at the site, the NCC had
communications links with the NOF Port paston, where the crash occurred.
| ‘
(c) When the NCC assumed control, information in the NMCC and NCC

.
revealed that the Navy Regional Respons? Force (RRF) was providing emergency
i

gservices and had established a Nationalinefense Area (NDA), that the Service
Responsé Force (SRF) was enroute, and that special teams were requested.
. |
{d) The NCC approach for accomplishing national-level control

|
during the initial phases was to monitor on-gcene activity and to query the

0SC 'only after all other sources for required information were exhausted.
, |

Generally, the NCC CT would communicate!with the OSC onlv after assegsing the
likelihood that the requested data was ;vailable to the 0OSC and the
requirement for the information was suf}iciently urgent to warrant the query.
To assess urgency, the CT evaluated the utility of the information and the
consequences of not having it.

(e) The relatively low levei nf NCC communications to the OSC

could be attributed, upon analysis, to two principal factors; the first was

exercigse artificiality, and the second was insufficiently defined procedural
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responsibilities.  The subsequent baragraphs address each of these factors in
turn.

(f) With regard to exercise artificialities, two points are
germane. First, the PREMIER TASK VI exercise prepared Washington-area partié—
ipants for NUWAX-83, Sevéral key members of the NUWAX-83 NCC CT participated
in Exercise PREMIER TASK VI. The secord point is thet the level of éctive
participation by other Washington-area organizations was not at a sufficiently
high level of authcrity to induce the sense of urgency which normally accom-
panies those organizational interactions. For example, FEMA, DOE, and DNA
were represented at briefings in the NCC by  the individuals of those organiza-
tions assigned as representatives to the CT. While the participation of those
tepresenfstives substantially enhanced coordination among their respective
organizations, their presence at briefings did not generate the dialoéue or
incisive questions normally asked by seniocr officiais. Quéstions asked by
senjor officials frequently drive requests for additional information.

(g) The second majuf point focuses on the assignment of specific
procedural responsibilities associated with national-level command and centrol
of a nuclear weapon accident r-2sponse. The Navy CT, havinag a response plan in
place, forces at the accident site, érd communications with the 0SC, essen-
tially had established command and control., However, directives pertaining to
transfer of national level commard and control do not address specific
functions and procedures, normallv accomplished by the NMCC, which the Service
should assume at the time of transfer.

(2) CONCLUSTCH:
(a) pParticipation by senior officials of Washington-area -esponse

organizations was inadequate to stimulate excrcise plav.

“ .t A%t 4crecm e a % 4 s s A = s PO
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(b) The Navy approach to national-level command and céntrol resulted
in a level of dialogue between the NCC and the accident site well below‘that
expected by exercise planners. Exercise artificialities and the lack of
assigned procedural responsibilities for the resporsible Service also con-
tributed to the low level of dialogue. Although keeping queries to the 0SC to
a minimum is good procedure, it is doubted that the NCC will always be able to
"run inté;ference" during an actual accident if, in fact, senior officials in
Washington wish fo address their questions specificallv to the OSC.

(3) RECOMMENDATIONS:

(a) That the ATSD(AE), in coordination with the Services and 0JCS,
review and specify the functional responsibilities of the responsible Service
upﬁn assumption of national-level control coordination.

(b) That the Defense ﬁuclear Agency encourage participation by senicr

officials of Washington~area response organizations in future NUWAX exercises.

f. TOPIC. NMCC Play Subsequent to Transfer of National-Level Command and

Control (NMCC).

< (1) COMMENT/DISCUSSIOM: Transfer of national-level command and

B

EQ ‘ control from thg NMCC to NCC occurred at 0518582 May 1983. Subsequent to this
j' | transfer, the OJCS Nuclear Accident/Incident Response (NAIR) Team was dis-

ﬁH patched‘to the NCC to proviac for bJCS coordination and assistance as

™ ,

ES required. ‘Following an information exchange, the NAIR Team was released by

g : the NCC Officer in charge. .During subsequent NUWAX-83 play, the NMCC was

tasked for various information requirements; however, in each instance the

actions were referred to the NCC.

(2) CONCLUSION: DOD and Joint Staff elements had little involvement in
Excrcise NUWAX-83 subsequent to the transfer of command and control to the

J NCC.
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{3) RECOMMENDATION: That the Joint Staff operating from the NMCC

continue to aggressively monitor accident response operations after the
transfer of command and control to a Service operations center has been
accomplished. The Joint Staff and appropriate DOD response teams should be
prepared to respond on short notice to inquiries from the National Command
Authority and other senior Government officials.

g. TOPIC. Command Post Management (Navy Command Center).

(1) COMMENT/DISCUSSION:

Lo (a) Service command centers have been identified as responsible
% for command and control of DOD response forces and personnel when directed by

.the NMCC. The Service command center, like the NMCC, may establish a spe-

%

¥

R
¥

%cialized team for supporting the on-scene commander's operations at the
vaccident site.

(b) For NUWAX~83, the NCC convened the Navy Nuclear Weapons
Accidént/lncident Recovery Crisis Action Team (CT). This team consisted of
érepresentatives from five functional areas: Radiation Health, Explosive
Ordnance Disposal (EOD) , Public Affairs, Security, and Legal /f airs. Addi-
%tionally, representatives from FEMA, DNA, and DOE were present tc advise on

matters within the purview of their respective parent organizations.

(c) The primary function of the CT was monitoring activity at the
scene of the accident. The CT accomplished this function principally through
reports from the on-scene commander, press and wire service releases, and
reports from the scene throﬁgh FEMA a;d DOE channels. The CT within the NCC
Crisis Action Center (CAC) maintained the status of actions and charts depict-

ing the crash site, the NDA, and contaminated areas.
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(d) The major scurces of information from the accident scene for
the NCC were two daily situation summaries which the 0SC submitted. These
reports described the current situation, key events since the previous report,
and a plan of action for the following day. The NCC retransmitted the
reports, received as AUTODIN messages, to organizations other than those to
whom they were addressed when the information content warranted.

{2) CONCLUSION: The NCC Crisis Team was comprised of personnel who
were qualified in nuclear weapons accident response procedures. This resulted
in a capability to effectively use reports from various on-scene sources,
minimizing the need for ad hoc queries. The usefulness of the Navy CT was

validated during NUWAX-83,

(3) RECOMMENDATION: That any Service Operations Center not having an

augmentation capability such as the Navy CT consider making provisions for
such an element,
h. TOPIC. Interagency/Service Coordination (DOE EQC).

(1) COMMEMT/DISCUSSION: At 0518552 May 1983, the DOE EOC received

word by meanc of an NMCC conference call that an MDA had been established and
that a press release had been made indicatirg nuclear weapons were present.
The‘DOB Emergency Operations Center (FOC) did not receive a hard copy messadqe
containing the specifics of either event.

(2) CONCLUSION: The DOF EQC lacked adecuate information concerning
the initial press release acknowledging the presence éf nuclear weapons and

details indicating the boundary of the NDA.




(3) RECOMMENDATION: That riuclear weapon accident response eiements,

and particularly public affairs, ensure the Departments of Defense and Enerqy,
‘and FEMA are included as addressees on all pertinent reports and press re-
leases.

i. TOPIC. Command Post Management (DCE EACT).

(1) COMMENT/DISCUSSION: The DOE Exercise Fmergency Action Coordira-

tion Team (EACT) met on 1C May 1983, fecllowing completion of weapons recovery,

to discuss the next phase (site restoration) of operations. The EACT
representative from the Office of Defense Programs proposed transferring the
leadership responsibility for coordirating EACT response actiens from the DOF
Office cf Defense Programs to the Office of Environmental Protection, Safety,
and Emergency Preparedness. This transfer would not alter the composition of
the EACT respornce team. bMembers of the FACT accepied the proposal, and the
Director approved the transfer of leaderchip respornsibility. The DOE EACT
ratiocnale behind the proposal was based on removel of the DOD weapons and the
shift in focus of operations to cleanup and site rcstoration.

(2) CONCLUSION: The DOE EACT Dircctor effectively coordinated a shift

in team leadership from the DOL Office of Defense Proarams to the DOE Office
of Environmental Protection, Safety, and Emergency Preparedness followirg
recovery and movement of the nuclear weapons and classified materials.

j. TOPIC. Interagency/Service Coordination (Army Operaticns Center
(AOC)) .

(1) COMMENT/DISCUSSION: Complying with instructiors frem the NMCC

Deputy Director for Operations (CDO), JNACC alerted varicus responsc elrments

including Army Radiological Advisory Medical Team (RAMT) ard Eadiolceqgical
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Control (RADCON) Teams. Army representatives objected to direct JNACC noti-
fication of Army units. The DDQO's instruction to JNACC did not recessarily
require:direct notification, but JINACC could have implied authority with a
statement in the January 1981 Joiﬂt DOD, DOE and FEMA Agreement which states:
"The UNACC will select and notify specialized teams capable of responding to
tlie accident or significant incident, inform the NMCC, Service, and DOE
operations centers of actions taken, and when requested by the Services,
coordinate the deployment of specialized teams."

(2) CONCLUSION: JNACC's procedures used to alert Army units during
NUWAX-83 conflicted with Army procedures governing command and control of Army

units.

(3) RECOMMENDATION: That the ATSD(AE) endeavor to c]érify the Joint

Agreement wording in question during the next revision of that document.
Further defining the manner of "coordination" should allow the task to be
accomplished consistent with Army procedures.

2. COMMAND AND CONTROL (FTELD PLAY)

a. Topic: Exchange of Liaison Officers

(1) COMMENT/DISCUSSION: Several of the major participating agencies

did not respond with the capability, or did not recognize the need, to
exchange liaisun officers with the other major response alements. This was
corrected to some deqgree as the exercise progressed, but was never fully
implemented. FEMA was the notable exception which did provide liaison offi-

cers very earlv in the exercise.
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(2) CONCLUSION: The ability to communicate to a particular agency
through a member of that agency is invaluable. Much time and effort was saved
when liajison officers were utilized. When utilized, information and confusion
were reduced due to liaison officers being able to accurately and directly
relay data on joint activitiec to their individual organizations.

(3) RECOMMEMNDATION: That Service response elements, DOE and FEMA

insﬁre the exchange of liaison officers at the earliest opportunity after

arrival at the accident scene. 1If not already addressed, Services/agencies

should include guidance to accomplish this in applicable directives and SOP's.
b. TCPIC. Operations Center Activities

(1) COMMENT/DISCUSSION: All of the major participants in the exercise

maintained operations centers. In general, the operations centers did well at

tracking the progress of activities which were their major responsibilitr.
The same was not always true when the operations centers were attempting to
track joint activities or activities directed by another organization. In
many instances it appeared that the operations centers had not responded with

all the maps, charts, etc. which are necessary to track the numerous on-going

" activities. For example, it was noted that ore operations center had less

than half of the special teams that eventually respcnded listed on the status
board. This operations center failed to note the arrival and status of the
teans, to note the capabilities of the teams, to establish effective coordina-
tion with the teams, to obtain team data on a timely basis for utilization,
and to review various reports submitted by the teams. It is critical that the

chain of command controlling the operations centers insure that the current
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status of all germane activities is tracked and that ihe information is
supplied to all necessary recipients. The partial lagk of thisﬂtype of
information sometiﬁes resulted in conflicting actions and duplication of
effort., In addition, situation reports which were transmitted to headquarters
and outside agencies were often late or incomplete because of the lack of
current, valid information.

(2) CONCLUSION: It is of extreme importance that operations centers are

adequately manned and properly equipped to track the status of all pertinent

activities. There should be an evident chain of command from any forward

operations center {(command post) to primary operations centers and current
information should be passed both up and down the chain as often as possible.

This will greatly enhance overall control of response activities.

(3) RECOMMENDATION: That the Services, DOE, and FEMA insure prior adequate

preparation of operaticas center equipment and materials, and that operations

center. personnel be further trained in the specifics of management of a

nuclear weapon accident. Operations centers should be established with the
flexibility to perform or track activities which have not been foreseen.
c. TOPIC. Standardization of Response Procedure

(1) COMMENT/DISCUSSICN: OPNAVINST 3440.15 dated 30 November 1981 is

the directive used by CNO to respond to nuclear weapon accidents. Because of
its limited distributicn (see OPNAVINST 3440.15, pages 12 ard 13), numerous
responée agencies are unaware of HNavy procedures. At the direction of JCS,

DNA developed a Nuclear Weapon Accident Response Procedures (NARP)} Manual
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which provides a compendium of existing procedural quidance for a joint
response to accidents involving nuclear weapons. lessons learned from previ-
ous joint exercises (NUWAX-79 and 81) have been incorporated into the NARP,

(2) CONCLUSION: There were numerous non-Navy response elements which
were utilizing the NARP as primary guidance ar2 response efforts were hampered
because of variances in recommended procedures.

(3) RECOMMENT:ATION: That there be wider distribution of OPNAVINST

3440.15 to appropriate response agencies. Also, that'DNA and Navy carefully
resolve any conflicts and potential confusion between OPNAVINST 3440.5 and the
recommended procedures in the NARP Manual prior to the NARP becoming a final
document. In addition, this should be accomplished for other Service
directives aé appropriate.

d. TOPIC. Standardization of Terminology

(1) COMMENT/DISCUSSION: On various occasions response elements

misunderstood the exact status of the weapons due to lack of understanding of
the terms "rendered safe" and "nuclear safe." The actual situation was that
weapons had been declared "nuclear safe" but not "high explosive safe." This
lack of knowledge of technical jargon could easily céuse extreme problems for
the federal establishment. For example, if a federal spckesman asked "Can a
weapon cause a nuclear explosion?" and the respondent answered "No, the weapon
' -¢ been rendered safe {(meaning nuclear safe),” the media would undoubtedly be
bpriefed that the weapon was safe. A subsequent high explosive detonation
would be disastrous to the credibility of the federal government.

(2) CONCLUSION: This type of misunderstanding must be prevented due

to the major problems that could occur. The scenario is realistic in that it

occurred in NUWAX-83 on more than one occasion.
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(3) RECOMMENDATION: That there be wide dissemination of this poten-~

tial problem to response forces which deal with weapons recovery. It is
recommended that weapons not be declared "safe" to the general audience of
response agencies except when the wéapons are both nuclear and high explosive
safe. Servicra/MAgencias should include guidance to identify and deal with
this potential problem in applicab]e directives and SOP's, if not already
existing there. | \

e. Topic. Joint Radiological Contrel Center (JRCC)

(1) CCMMENT/DISCUSCION: A JRCC appeared to naturally evolve on D+1
to control the specialized teams and radiological data‘being generated.
However, there ;as never an element which was clearly in.charqe of the JRCC
~and some of the functions which should have been pérformed by.the JRCC were
overlooked. It was felt that the JRCC was more a reaction to the bewilderinq
array of specialty teams that descended on the accident sité than a pre-
-planned crganization for overall coordination.

{2) CONCLUSION: The JRCC should have been established as early as
possible on D-Day. There should have been an agency designated to take the
lead in the organization and operatlons of the JRCC. Radiological safety/-
health physics elemen;s from each participating federal and state agency
should provide representation to the JRCC. All specialized elements (ARAC,
ATRAP, ARG, RADCON, RAMT, OEHL, RAP, CDCE, DNA Adviscry Team, etc.) shoulid,
if possible, provide representation to, or coordinate often, with the JRCC.

Essentially, the JRCC should manage all radiological matters pertaining to a

particular event.
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(3) RECCMMENDATION: That the Services and the DOE e¢stablish a JRCC

as soon as possible for management of radiolcgical affairs. The JRCC should
have membership from the affected states(s) alsc. Se.vices/Agencies shpuld
include guidance. *o accomplish this in applicable directives and SOP's if not
already in existence. In addition, all radiological response agencies should
arrive at an accident site with a list of personnel, equipmert and materials,
associated capabilities, and logistical support required.

f. TOPIC. Joint Office of Communications Control (JOCC)

——

(1) COMMENT/DISCUSSION: A JOCC was established on D+2 to control the
literal explosion of communications resources that appeared for NUWAX-83.

This was accomplished by initiating a single point of contact for communica-
tions to alleviate the confusicn caused by the numerous resources that were
‘available. For example, there were 22 different VHF radio nets activated near
Port Gaston by the afternoon of D+1.

(2) CONCLUSION: A JOCC should have been established as early as
possible on D-Day. There should be a specific element or activity designated
~to take the lead in the organization and operations of the JOCC. Ideally,
this would be a representative from the Office of Manpower, National Commu-
nications System who will have Federal level responsibility and authority for
coordinating communications at the scene in accordance with the National Plan
fdr éoémunirations Support in Emergencies and Major Disasters. All response
elements with communications assets should provide if possible, representation
E§ the JOCC, or coordinate on a frequent bhasis with the JOCC. Esscntially,
the JOCC should manage and coordinate all communications resources available

to the%ﬁvent being reacted to.
i
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(3) RECOMMENDATTION: That the Services, DOE, FEMA and the appropriate

stzte(s) participate in the establishment of a JOCC as soon as possible for
manageﬁeht of communications affairs. If not already provided for, Ser-
vices/ﬁgencies should include specific guidance regarding communications
control’in applicable directives end SOP's. In addition, 211 response
agencies with communications should arrive at the accident site with a written
list of communications equipment, required frequencies, asscciated capabil-
ities, and logistical support recuired, ready for submission to the 5CCC.

g. TOPIC. Joint Information Center (JIC)

(1) COMMENT/DISCUSSION: A JIC was organizcd and in operation early

on D-Day. There was considerable confusion within the JIC due to the lack of
rrocedural rules for the press, a badging program for the press, and the
uncoordinated release of information by individual participants. However, hy
D+24these prqblems had been solved and the JIC was functioning well. On

D-Day, it apﬁeared that the JIC was sometimes utilized as a place to which

" media could be referred when a question or lire of inguiry proved difficult

for @ Public Affairs Officer at another location. Tn several instances, no
better or more current information was available at the JIC thar where the
question was originally posed. It should be noted that the establishment of a
JIC at the earliest opportunity is ar excellent procedure, but that the JIC
cannot take the place of a responsible public affairs officer responding to an
accident scene &s soon as possible. Those individvals responsible for immedi-
ately providing émergency public information must concentrate onr that function

and leave the administrative details of establishine the JIC to



others. The concept of a JIC is intended to provide a method of coordinated
release of information by the major response participants ard will, of neces-
sity, take a few hours to establish 2= a valid operation. Prior to a func-
tioning JIC being established, the various public affairs officers should
attempt to coordinate the information as well as possible and to release
pertinent information in a manner which will protect their credibility. Media
should nog be referred to the JIC, or elsewhere, unless it is known that a
valid answer can be provided.

(2) CONCLUSION: The JIC was established, as necessary, but was not
as effective as possible because of the lack of procedural rules, press
credentials, and the release of information which had not always been coor-
dinated. These problems were corrected by D+2.

C?) RECOMMENDATION: That the Services, DOE, FEMA and the appropriate

state(s)'éombine to establish a JIC as soon as possible for the maragement of
public aﬁfairs information, but that its establishment should not take prece-
dence over the fact finding and reporting of emergency public information.
Service/Agencv quidance must accomplish this through applicable directives and
SOP's. The directives/SOP's should stipulate that all media queries should be
referred to the nuclear weapon accident site and that on-scene public affairs
officers should respond as soon as possible based cn local information ané
coordination, and meet the media initially without waiting for the cstablish-
men£ of the JIC.

3. COMMUNICATIONS (WASHINGTON FLAY):

a. TOPIC. BROKEN ARROW Record Report (Washington Area).

(1) COMMENT/DISCUSSION: The AUTCDIN record copy of the BROKFN ARROW

report sent by FLASH precedence from NOF Fort Gaston, was marked CONFIDENTIAT
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(CFRD), and contained a date/time group of 0516132 May 1983. The JCS, Navy,
and CINCLANTFLT message centers recorded a time of receipt (TOR) of 0517432
May 1983, The time of file (TOF) on the message was 051510. The reason for
this TOF 50 minutes hefore the planned exercise start time is it is believed
to have been incorrectly recorded and should have read 951710. The total
communications time grossly exceeded the standards for FLASH precedence
message traffic. Details of the accident not reported to the NMCC in the
initial voice report were contained in the record copy report. Therefore, if
responsible administrative and communication center perzonnel had processed
the OPREP-3 BROKEN ARROW report in compliance with estrhlished procecdures,
essential accident information possibly could have been available to the NMCC,
NCC, and CINCLANTFLT much sooner.

(2) CONCLUSION: The BROKEN ARROW record report encountered unsatis-
factory processing and transmission delays, causing an excessively late TCR at .
the SMCC, NCC, and CINCLANTFLT.

(3) RECOMMENDATION: That Navy exercise planners review the data

~relating to the BROKEN ARROW report record copy and determine what caused the

unacceptably late TOR of the message at major command centers.

b. TOPIC. Telephore Circuit Limitations (Washington Area).

(1) COMMENT/DISCUSSION: Communications between Washinoton-area and
Port Gaston accident response elements were inritially marginal because cir-
cuits to the site and telephone extensions on the site were limited. These
limitations were not unrealistic; most accident locations would not be ser-
viced by extensive, sophisticated communications resources. Most would

require additional support to accommodate the demands of response elements
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arriving at the scene. As NUWAX-83 players became familiar with the commu-
nications cunstraints and traffic routing alternatives, information exchange
improved ané details of the accident situation became clearer.

.(2) CONCLUSION: ' The limited telephone circuits and lines available
between Washington and thebPorf Gaston accident site impeded information flow,
particularly during the initial hours of accident response, but should not be
construed as unrealistic; most accident locations would not have extensive,
sophisticated communications resources immediately available.

c. TOPIC. Interagency/Service Coordiration (DOE EOC)

(1) COMMENT/DISCUSSION: DCE information sources indicated that an NDA

was established, but its limits and bourdaries were not specified. Further}
for other than DOE elements, the status of deployiﬁg elemeﬁts was noé known to
the DOE ECC.

{2) CONCLUSION: Information flow between DOE and other Fedecral

Departments and agercies during the early response phase of the exercise was

inadequate to maintain a current sjtuation status in the DOE EOC.

(3) RECOMMENDATICN: That the ATSD(AE) coordinate with the Secretary

of Engfgy and Pirector, FEMA, to establish a Federal Emérgency exchange system
which will ensure rapid, timely information exchange during ruclear weapon
accident response operations.

d. TOPIC. Interagency/Service Ccordination (DOE EOC)

(1) COMMPMT/DISCUSSICN: DOD respconse elements did not advise the DOE

EOC of briefinas for senicr officials ard Members of Cecngress on D-Day and

D+1. Considering the important technical support role DOE elements assume in

40




responding to a nuclear weapon accident, it would seem desirable and profes-
sionally prudent to request a senior DOE official to be pfesent at important
initial briefings. During Exercise PREMIER TASK VI, senior DOE officials did
attend the pfincipal briefings, but during Exercise NUWAX-83, a procedure to
request DOE participation was not used.

(2) CONCLUSION: During D-Day and D+1, DOD response procedures were
inédequate to ensure that a senior DOE official was present at important
briefings. The presence of a senior DOE official at principal briefings
involvinq a nuc]ear‘weapon accident would certainly be helpfrl, if not essen-

tial.

(3) RECOMMENDATION: That the ATSD(AE) take steps to ensure that a

senior DOE official is invited to attend 2ll principal briefings following a

nuclear weapon accident.

e. TOPIC. Interagenrcy/Service Communication (DOE FOC)

(1) COMMENT/bISCUSSION: DOD elements (NMCC NAIR Team and MCC) did not.
send liaison officers (LNO) to the DOE EOC. Durirng the response and weapons |
recovery phases of a ﬁuclear weapon accident, the preserce of a DOD LNO at the
DOF would be beneficial, The LNO would have exposure to all actions including ’ ;'
discussions on pertirent issues, decisions and directives regarding deploy-v
ments, etc. The LNO could collect pertinent information and ensure that it is

available in a timely manner within DOD.

-
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(2) CONCLUSIOM: The lack of a DOD LNO at the DOE EOC impeded a
meaningful two- way information exchange during the response and weapons

recovery phases of exercise play.
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(3) RECOMMENDATION: That the ATSD(AE) recommend that the Services and

NMCC provide for dispatch of an LNO to the DOE EOC, if personnel are
available, upon notification of a nuclear weapon accident.
f. TOPIC. Deceptive Reporting (DOE EOC)

(1) COMMENT/DISCUSSION: Officials at the accident site released

information indicating nuclear weapons were safely secured inside NOF‘Port
Gaston urder DOE control. When DOE EACT personnel requested the ARG to verify
facts contained in the report, they were told that some aspects of the initial
release were false and were a deliberate attempt to divert public atfention
from a simulated barge movement of the weapons.

(2) CONCLUSION: The release concerning weapons status confused DOE
EACT personnel and may be the type of action which could severely damage the
credibility of the Government officials in their dealings with the pub]ic.‘.

{3) RECOMMENDATION: That the Secretaries of Defense and Energy review

policies and provide explicit guidance to senior members of the nuclear weapon
accident community regarding how much and what type of information should be
released regarding the movements and disposition of weapons.

4. CCMMUNICATICNS (FIELD PLAY)

a. TOPIC. Joint Office for Communications Contrcl {(See page 36, para 2f,
Command and Control).
b. TOPIC. Repeaters for "Brick" Radios (Motorola Type)

(1) COMMENT/DISCUSSICN: It was noted during the exercise that most

of the response agencies utilize some type of "brick" radios. These radios

worked well and were generally dependable, except for those instances whzn
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communications were degraded by exceeding the maximum 5-8 mile range of the
radios. This occurred primarily because NOF, Port Gaston, was approximately
eight miles from the accident site. Those agencies, such as FEMA, who
installed repeaters were able to communicate effectively.

(2) CONCLUSION: Repeaters are likely to be needed when respording
with "brick” radios. ;ﬁ should be noted that each repeater utilized will
require one additional frequency for communications whereas "brick" would
require only one frequency to transmit and receive.

(3) RECOMMENDATION: That the responsible Services, DOE and FEMA,

develop the ability to respond with appropriate repeaters for the "brick" type
radio systems to provide for a minimum communications range of 10~16 miles.
The repeaters should be used only when necessary to keep frequency utilization

to a minimum.

5. CASUALTY CARE (WASHINGTON PLAY)

a., TOPIC. Procescing Contaminated Human Pemains (Washington Area).

(1) COMMENT/DISCUSSION: During NUWAX-83 play, there was little

evidence in the Washington area that adequate procedures exist for the
handling of contaminated remains. There were several exercise implementers
who asked questions regarding the release of contaminated remains. 1In each
ingtance, the question was referred to another Federal agency, and the desired
exercise objective of identifying the appropriate Federal quidelines and
procedures was not achieved.

(2) CONCLUSION: Actions by Washington area exercise participants
wi re insufficient to identify procedures governing the processing anrd release
of radiocactive contaminated remains.

(3) RECOMMENDATION: That DMN2, in coordination with the Department
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of Health and Human Services, initiate actions to identify the Federal proce-

v

dures for preccessing and disposing of contaminated remains and publish the
procedures or appropriate references ir the NARP Marual, as a minimum.
b. TOPIC. Casualty Reporting (Washington Area).

(1) COMMENT/DISCUSSION: Officials at the scene did not report com-

pletion of identification of deceased individuals until 0817352 May 1983.
Reports from the site varied from 7 deceased to 15, and finally to 12. Dﬁrinq
an actual accident situation, the uncertainty and time required to account for

deceased individuals could become a major public affairs issue and/or embir—

rassment.

(2) CONCLUSION: Casualty reporting was inadequate though it is

1
unclear as to whether exercise artificialities contributed to the problem.

(3) RECOMMENDATION: That, as a matter of SOP, officials at the

accident scene avoid giving out interim, tentative, or unconfirmed casualty
i

figures. Because of the sensitive nature of casualty data, it should be &

matter of policy that any Service/Agency with an accident response role not

provide data which later have to be revised.

6. CASUALTY CARE (FIELD PLAY):

a. TOPIC. Systematic Casualty Care !

(1) COMMENT/DISCUSSION: Casualty care in the exercise medical

|
facilities was very goud and, in the case of the Navy, was exceptional.
However, there appeared to be no overall systematic method of searching for,
receiving, verifying, ané recording casualties in the field. This caused some

exercise casualties to ceceive less than timely care during the early portions

of the exercise. Examples were casualties which were not trarsported to a:.

|
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medical facility as rapidly as was possible, and field medical.taqs not being
completed on all casualties.

(2) CONCLUSION: <Casualty care would have been improved by & system-
atic method or procedure which was closely coordinated between the medical

response agencies.

(3) RECOMMFNDATION: That the Services, DOE, FEMA, and the applicable

state(s) coordinate at the earliest opportunity on medical procedures. If not
already provided for, Services/Agencies should include guidance to accomplish
this in applicable directives and SOP's.

7. PUBLIC AFFAIRS (WASHINGTON PLAY) :

a. TOPIC. . Interagency/Service Coordination (DOE ECC).

(1) COMMENT/DISCUSSION: The DOE EOC did not receive copies of any

press releaseé made by the players in the Washington area or the JIC at the
NTS. In essence, thé scope and details of public affairs play was not evident
at the DOE EOC.

(2) CONCLUSION: The DOE received insufficient public affairs informa-
tion to gain an appreciation of what the coordinated PA response to the

simulated accident involved.

(3) RECOMMENDATION: That Public Affairs personnel include the princi-
pal Federal Departments and agencies as addressees in all news release actions
to ensure that all Federal personnel are aware of PA actions.

8. PUBLIC AFFATRS (FIELD PLAY)

a. TOPIC. Joint Information Center (See page 37, para 2g, Command and
Control).
b. TOPIC. Confirmation of the Presence of Nuclear Weapons,

(1) COMMENT/DISCUSSION: The most critical items in the area of




public affairs at a nuclear weapon accident are the provision of emergency
information and the confirmation of the presence of nuclear weapons fo allow
for emergency actions hecessary for the public's protection. Current
directives allow an on-scene commander to determine if the confirmation of
nuclear weapons at an accident site is an operatioral necessity. The Navy's
confirmation of the presence of nuclear weapons occurred approximately 2k
hours after STARTEX of this exercise. However, the confirmation at the
agcident site actually occurred about 15 minutes earlier when a state police-
man screamed at onlookers to "stay back, there's nuclear Bombs‘in fhere!"
This situation points up the major problem that exists with "neither confirm
nor deny."” Civilian authorities will immediately release any information felt
even remotely necessary to protect the population, while it has generally been
the policy of the DOD to "neither confirm nor deny" the presence of nuclear
weapons for the longest period possible consistent with public safety/alarm.
(2) CONCLUSION: The initjal cenfirmation of the presence of nuclear
weapons should be made by the DOD Service responsible in coordination with
Federal, étate, and local officials, if possible. The‘lack of confirmation by
DOoD thle other authorities are confirming, or when the situation has clearly
indicated to most observers that nuclear weapons are present, could be disas-
trous to the credibility of the DOD. A problem of tﬁis type would adversely
impact numerous activities which are required to be completed at a later time
in the accident response. Coordination and cooperation between Federal,
state, and local authorities would be harmed.

(3) RECOMMENDATION: That Service responding force commanders exer-

cise the option within DCOD policy which currently allows the on-scene

commander to make the determination of "confirm or dery" when necessary.
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The responsible Service should be the entity which performs this action and
the action should not be delayed to the extent that the DOD's credibility is
daméged. If not already provided for, Service SOP's should include guidance
to accomplish this rapidly once an accident has occurred.

9. SECURITY (FIELD PLAY)

a. TOPIC. Provision of Weapons Locations for Security Force.

(1) COMMENT/DISCUSSIUM: Player security forces were not briefed on

thé exact locations cf all knéwn nuclear weapons and components at the acci-
dent site. Congeéuenﬁly, the security force made wrong assumptions about the
weapons locations and a serious breach of the simﬁlated secu;ity requirement
was committed. |

(2) CONCLUSION: The security forces should be informed of the
location of nuclear weapons and componeﬁts to be guarded, and coordination
with the security forces should be accomplished when moving the weapons.

(3) RECOMMENDATION: That the Services insure that security forces

are adequately briefed on both weapon< locations and weapons movements as soon
as the information becomes known. The Services should include guidance to
accomplish this in applicable directives and SOP's.

b. TOPIC. Establishment of National Defense Area‘(NDA).

(1) COMMENT/DISCUSSION: The Naval on-scene commander established a

small, practical, and controllable NDA for the exercise which fully met all
requirements. However, OPNAV Inst 3440.15, Enclosure 7, Tak A, Paragraph
2a(3), requires an NDA of 1,000 yards beyond the normal fragmentation range of

mest weapons when an accident is off federally controlled property. This
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A requirement is too inflexible to allow the on-scene commander to make a

o~ decision based on a particular accident.

ﬁ% (2) CONCLUSION: Published guidance was not followed by the on-scene
RS commander because the actual needs in the field indicated a much more appro-
-~ ‘ priate course of action.

‘(3) RECOMMENDATION: That OPNAVINST 3440.15, Enclosure 7, Tab A,

Paraqraph 2a(3), be changed to indicate more flexible guidance in the estab-

lishment of an NDA. In addition, the guidance in Paragraph 2a(3) should be

. ..
WLARANIER W

reviewed and clarified.

10. LEGAL AFFAIRS (WASEINGTON PLAY).

a. TOPIC, . National Defense Area (NDA).

(1) COMMENT/DISCUSSION: The Department cof Defense developed the

concept of an NDA to provide a means to sdafequard DOD classified information

and material on non-Federal lands within the United States. This concept 1is

SN SAWLLY, KRR

based on an interpretation of existing law, but has not been tested in the

-

courts., A decision *o establish an NDA on non-Federal land may be subject to
legal challenge by the owners of that land. The Department of Defense and its
components must-be prepared, therefore, to defend its position or rapidly \\
readjust the position to comply with court orders. 1In preparing to defend the \V/
NDA concept, DOD attorneys should be identified for immediatevdispatch to the
accident scene with prepared legal positions. Should a challenge be regis-
tered, the DOD attorneys would represent the position of the Federal‘Govern—
ment.
(2) CONCLUSIOM: The legal implications of nuclear weapon accident

response operations have attained a level of complexity which logically should
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require that the DOD General Counsel and the Department of Justice actively

- participate in future NUWAX-type exercises and in any real accident situation.

(3) RECOMMENDATION:

‘(a) That the ATSD(AE) review plans to defend the NDA concept with
the DCD General Counsel and appropriate representatives of other Federal
Departments and agencies and that the DOD General Counsel and the Department
of Justice actively participate in future nuclear weapon accident exercises.

b. TOPIC. Funding (Washington Area).

(1) COMMENT/DISCUSSION: During NUWAX-83 play, the issue of funding
surfaced, however, it did not generate any Washington level decisions or
guidance. Many‘of the difficult gquestions regardinq.the funding of site
resto:étion ana accompanying claims still were being nagotiated when the
exercise ended. The lack of comptroller parficipation in thé exercise was an
artificiality that prevented thid area from being addressed adequately;
however, it was appsrent that funding guidance was insufficient to resﬁlve the
problems.

(2) CONCLUSION: The issue of funding was not realistically plaved in
the Wasﬁington area durin§ NUWAX-83,

(3) RECOMMENDATION: The ATSD(AE) shouid review nuclear weapons

accident response funding quidance with the DOD Comptroller and other appro-
priate agencies to ensure that approp..ate funding authorities can be arranged
quickly in the event of an actual accident.

11. LEGAL AFFAIRS (FTIELD PLAY)

a. TOPIC. Jurisdiction Tn and Around Natio~al Defense Areca (NDA).

{1) COMMENT/DISCUSSICN: Ar exercise actor (looter) was held by the




Marine security unit in the radiologically -ontarinated area without anti-
contamination clothing for over one and a half hours due to confusion between
local authorities and the Marine security unit on exactly who had jurisdic-
tion. The Marines' security force believéd its jurisdiction was

strictly limited to the NDA and refused to proceed outside that area. Local
authorities apparently believed there was radiological contémination in the
area and would not take the looter into custodv. The looter was eventually
transfe.red through the Port Gaston Police to the FBI, back to the Port Gaston
Police who then transferred him back .to the Marine security unit. The looter
was then transferred to the Naval Investicative Service and finall; to the
Navy Command Security Officer. Chain of custody was not maintained on
material evidence relating to the crime. Neither the Marine security force
nor the Port Géston Police advised the looting suspect of his constitutional
rights before interrogation. Several instances occurred where the looting
suspect's simulated health and safety were not taken intc consideration even

though the exercise play was taking place in a radiologically contaminated

area.

(2) CONCLUSION: 1In effect, a "jurisdictional no-man's land® was

Bl

L created where the local and federal authorities each refused to functicon.

=T

bty X ,

ns Communications ard coordination between the local authorities (police) and

L )

7

e Marine security were confused, inadequate, and were not follewed thrcouah when
Ly nrecessary. The Military Judge Advocate was never informed or consulted or the
v

RS

; ; jurisdictional problems while the suspect was heing transferred threugh

IJ.'

|{‘u!{

numerous law enforcement authorities.

(3) RECOMMENDATION: That the Services, DOE and FEMA fdevelap detarled

A
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plans for addressinag jurisdictional problems which will arise in connection
with the creation of an NDA. These plans should stress the use of advisement
of constitutional rights and regard for the health and safety of suspects.
Military Judge Advocates should be consulted at the earliest opportunity when
jurisdictional problems arise.

12, SITE RESTORATION (WASHINGTON PLAY):

a. TOPIC. Site Restoration Planning (Navy).

(1) COMMENT/DISCUSSION:

g (a) The Exercise CNO expressed the opinion that site restoration
i
?%lanning represents a significant problem for the 0SC. The availability of

imalified local Service personnel to interact with Federal and state officials

»?n addressing site restoration planning requirements is extremely limited.

i

(b) Site Restoration is a technically demanding effcrt which
requires a broad range of expertise. It includes all of the functions in-
volved in assessing the magnitude of the decontamination and site restoraticn
problem, and preparing a site restoration plan. It also includes restoring
the affected area to an acceptable condition in accordance with the plan.

(c) The DNA Nuclear Weapon Accident System Description, dated
April 23, 1982, contains a proposed procedure intended to solve the site
restoration problem. The proposed procedure is a formation of a Federal Site
Reétofation Support Group comprised of technically qualified representatives

from all appropriate Federal departments and agencies. The group would

 provide Federal site restoration planning and cperational support to the state

through the FEMA representative at the scene. Officials at Port Gaston formed

a similar group to address cleanup standards and to develop the overall pla.
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for restoration. This group included representation from FEMA, Jefferson
County, the Commonwealth of Virginia, Navy, DOE, EPA, Department of Interior,
DNA, HHS, and the US Air Force Contamination Disposal Coordinating Element.

(2) CONCLUSION: The OSC's efforts to plan for the recovery and.

removal of classified defense information resulting from e nuclear weapon
accident are complicated by the added task of contributing to site restoration
planning.

(3) FECOMMENDATION: That the ATSD(AE) review, determine, and estabh-

lish clear assignment respcnsibility for site restoration.
b. TOPIC. Precedence for Cleanup and Restoration (DOE EOC).

(1) COMMENT/DISCUSSICN: The DOE EOC received a draft copy of a

proposed site restoration plan being considered by site players just prior to
termination of the exercise. The draft proposed plan for disposition of the
contaminated area was unacceptable to DOE personnel. Their rationale for

disagreement was that the proposed plan did not reflect and analyze a

;coufse of action requiring immediate cleanup and restoration cf the area to

its: former status and use.

(2) CONCLUSIOM: The precedent to undertake nearly complete site

ré%toration was established et Palomares, Spain, and Thule, Greenlard, ané

éﬁ%ﬁld be considered as a potential site restoration requirement in the

future, whether in an exercise or actual accident environmen<t.

(3) RECOMMENDATION: That the Secretary of Energv and the Assistant to

the%Secretary of Defense (Atomic Energy) amend the Jeint DOD/DOF/FEMA
agreement for nuclear weapon accident response and jnclude the requirement to

address complete cleanup and restoratior of accidert sites to their former
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status and use as ore of the primary restoration options to be considered.

¢. TOPIC. <Clcanup Standards (Washington Area)

1) COMMENT/DISCUSSICN: Exercise participants in the Washingtoun area

and at Port Gaston addressed the issues of clearup and decontamination during
NUWAX~83; however, there is no agreemen* among Federal agencies regarding the
radiolocical safety standards which apply. Players were tasked to develop a
"site restoration plan without knqwing the standards which would apply to the
effort. ‘This observation has been made in each major nuclear weapon accident
exercise thus far.

(2) CONCLUSION: Currently, there is no agreement among Federal
agencies as to the‘radiological safety standards to apply for cleaning up and
decontaminating an area as a result of a radiological accident.

(3) §§§OMHFNbATION: That the ATSD(AE), in coordiration with the
Secretary of Erergy and the Administrator, EPA, intensify efforts to establish
radiological safety standards for use in site restoration following an acci-~
dent invp]viné release of radinlcoical materials.

13.. SITE RESTOPATICN (FIELD PLAY)

a. TOPIC, TLack of Guidelines for Radiological Cortaminaticn Clean-up.

(1) COMMENT/DISCUSSION: See pages 17-18, and pages 51-53,

" Radiclogical Guidelines.

(2) CONCLUSION: The lack of a aquideline for radioclogical clean-up of
ar accident site has existed durinc the entire NUWAX series of exercises.
This problem has beer illuminated during each exercise as well as at several

real-world accident sites.
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(3) RECOMMENDATION: That the ATSD(AE), in coordination with the

'Secretary of Energy and the Director, EPA, form a joint task group to develop

radiological contamination clean-up criteria and guidelines at the Federal
level.

14. RADIOLOGICAL SAFETY AND CONTROL (WASHINGTON PLAXL

a. TOFIC. Atmospheric Release Advisory Capability (ARAC) (Washingtcon
Area)

(1) COMMENT/DISCUSSICN. Washington area exercise participants were

extremely pleased with and complimentary of the revised ARAC plot format. . /
Non-technically qualified personnel have had difficuléy in understanding
previous versions of the ARAC plot. During NUWAX-B3, the ARAC plot was
undexrstandable and useful to all participants.

(2) CONCLUSION: The £evised ARAC plot represented a significant
imﬁrovement when compared to earlier produc;s. Exercise players were able to
interpret the plots quickly and to use them in briefings presented to senior
officials.

{(3) RECCMMENDATIOM: That the ARAC Center, Lawrence Livermore National

laboratory (LLNL), continue to use the revised ARAC prediction format because
it is more meaningful and understandable to response and decision makers.

b. TOPIC. Dissemination of the Atmospheric Release Advisory Capabilitw

(ARAC) Prediction (NMCC, NCC, DOE EOC, and FEMA EICC).

(1) COMMENT/DISCUSSION: The NMCC Operations Team (OT) received the

ARAC plot from the APAC Center at 051745Z May 1983 by telefax. The DOF FOC

received the plot from the ARAC Center at 052015z May 1983, The excessive
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delays in receipt of ARAC plots by principal rational-level command centers
reinforce the ébservation made in Exercise PREMIFR TASK VI that dissemination
is a time~ corsuming process warranting improvement. ARAC plot data provides
thé first estimate of the potential cconsequerces of a nuclear weapon accident.
The ARAC predicted éonsequences could become an extremely critical element in
deterﬁining courses of action if there are no military survivors at the scenrce
and if response forces must travel long distances to reach the site.

(2) CONCLUSIOM: ARAC plot cdata could be an essential element in
accident response decision making processés and, therefore, LLNL should have a
procedure in place which ersures rapid dissemination of the plots to prircipal
national-level command and operations certers.

(3) RECOMMENCATION: That the ATSD(AE), in coordinaticn with the

Secretary of Energy, develop and implement ar expeditious ARAC plot dis-
tribution system for use throughcut the entire ruclear weapon accident
response community.

c. TOPIC. Aerial Measuring System (AMS) (DOF EOC).

(1) CCMMENT/DISCUSSION: The DOE Aerial Measuring System (AMS) team

conducted an actual survey of the NTS exercise site on 5 May 1983. Fcecadings
were processed and products (marked aserial photos) were air-expressed tc the

DCE EOC (Germantown) overnight. Products arrived at the DOE EOC at approxi-

‘mately 0614407 May, and distributiecn was made immediately to other

Washington-area command and cperations certers. The AMS data, however, was
presented in technical measurements nicrocuries/sq meter (uCi/m2), DCF

personnel, therefore, initiated action to trarspose the cata into preposed

S8
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pro&ective action guidelines, conteined in the ARAC plots received on 5 May,
to the AMS plots.

(2) CCNCLUSION: AMS material was received in Washington on a tirely
basis. DOE pe;sonnel found it necessary to transpose protective action
gui?elines, contained on ARAC plots, to the AMS plots tc make the material

|

more meaningful to non-technical players.

(3} RECOMMENDATTON: That the DOE initiate action to insure AMS

material includes protective action guidelires similar to those reflected on

|

the}revised format used for the ARAC plots.

d. TOPIC. Disposition of Contaminated Waste (DCE EXC).

(1) COMMENT/DISCUSSION: The NUWAX~83 scenario depicted an ircreasing

i
tempo of public cpposition to nuclear war, nuclear weapons, and the transport
|
‘ ‘

|
of radiocactive materials. On 9 May 1983, the ARC Team Leader requested DOCE
1
guidance on disposition of contaminated waste. DOE EOC perseonnel commenced a
| .
proéess of deliberate, careful corsideraticn of available facts, report
|

indﬂcators, and potential future public actiors. They also considered actual

past experiences and the action taken to cope with problems. By 10 May,
pro#lem indicators highlighted the need for preparation of various alterna-
tivés to accommodate the contaminated waste at the accident site until it
couid be moved without undue risk. At ENDEX, DOE EOC personnel were refirirg
altgrnatives to cope with the problem.

1 (2) COWCLUSION: The DCE ECC actisn to provide the ARG team leader
witﬁ disposition instructions for contarinated waste was comprehensive and

thorcuah. The alternatives being considered at ENDLX, e.q., store temporarily
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at NOF Port Gaston, load containers on barges and move by water, move by
special train, etc., would have provided senicr officials sufficient options
with which to satisfy a broad range of problem situations.

15. RADIOLOGICAI. SAFETY AND CONTROL (I'TELD PLAY)

a. TOPIC. Joint .iological Control Center (See pages 35 and 36, pars
2e, Command and Control).
b. TOPIC. Contamiration Control Station/lLine Procedures.

(1) CCMMENT/DISCUSSION: Contamination Centrol Stations (CCS's) were

operated during NUWAX-83 by both the COV and the Navy. Initial processing of
people was slow but improved with time and practice. Although capable of
procéssing response force personnel none of the CCS's woulé have been capable
of efficiently handling the numbers of indigenous persornel who would have
required processing in an actual accident. As an example of the time required
forlprocessjng, al} personnel were withdrawn from the FCA at 1800 on D-Day at
which time approximately 60 people required processing through the Navy CCS.
Processing was not completed urtil 2015 using a dual lire. Processing time
was approximately four minutes per person. To place the problem in
perspective it should be noted that it was simulated that 815 residents were
evacuated from the area on the basis of initial ARAC plots. The Navy
firefighters were left in socks, pants, and T-shirts while processing through

the CCS. No provisions were made for returning the firefighters to their

-

quarters or providing them replacement clothing. 1t should be articipated
that many bystanders will be left in similar, or worse, circumstances and it

is not appropriate to abandon them when they depart the CCS. TIersonal und

S7
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organizaticnal equipment, e.g., RADIAC instruments, cameras, rifles,
protective masks, web gear‘and'turn cut gear were contamirated during the
course of the exercise. Existing guidance on CCS operations states equipment
should be placed on a table or ground sheet while the individual is processed
and the equipment monitored cut separately. Contaminated equipment and
~lothing were held at the CCS. Contaminated items held at player CCS's were
not individuallv hagged, and contaminated personal clothing was placed in the
same bag with anti-C's. Player CCS procedures did not initially include
provision for decontamination of equipment and materials used or removed from
the RCA. There was nc effective receipting svystem for personal or
organizational items which could not be immediately decontaminated. This
would create a major accountability problem for organizational equipment and a
major legal problem for claims invelving personal possessions. The Navy
hotline included shower facilities with a holding bladder for personnel
decontamination; however, nc such facilities were available at the COV
hotline,.

(2) - CONCLUSION: Current CCS mettcds are inadequate for processing
large numbers of people. Guidanhce on CCS operations needs to include release
limites and procedures for receipting for articles held for decontamination.
Equipment decontamination, at least on a limited scale, is required at the
Cccs.

(3) KECOMMENDATION: That the Services, DOE ard FEMA (for the benefit

of state plarrers) include specific, detailed guidance in applicable
directives and SOPs on receipting for contaminated articles and the

re~clothinu of personrel.
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Better procedures and equipment with which to rapidly process large numbers of

potentially contaminated personnel need to he developed, identified, or

obtained.

c. TOPIC. Evacuation of Personnel From a Contaminated Area.

(1) COMMENT/DISCUSSIOUN: According to umpire logs, evacuation Zrom

the contaminated area stérted at 1024 and was éoméleted ét 1120. The details
of the timing and mephod of the simulated evacuation of the 815 residentslfrom
the area on D-Daf are unknown, however, it is questionable whether adeguate
procedures existed at the time. It is estimatéd that at 4 minutes per person
(see page 57, para 15b{(1)), approximately 54 manhours of persoﬁnel monitoring
would be required. The actual time involved would depend upon the availabil-
ity of suitable instruments and qualified personnel t> conduct such: am opera-
tion. Minimal availability can be expected prior to D+1. Alternative methads
could be developed to process the people without RADIAC irstruments, but
procedures for such processing are not established. Such processinc would
require comprehensive acccunting of personnel evacuated, shower facilities, a
receipting procedure for personal possessions, and a supply of clothing tc ke
issued. A thorough accov.ating of peréonnel wguld allow complete moritoring at
a move advantageous zime. Alternatively, the potential health hazard of

leaving people in their homes and providing instructions to remain inside, bag

‘clothes worn outside, and other instructions concerning safety ard eating and

drirking until monitors can define high risk areas and remove people in an

orderly manner should be investigated.
(2) CONCLUSION: Evacuation will be a time cersuming *task and, due to

exercise constraints, evacuation procedures probably have not beern realis-

tically evaluated.
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(3) RECOMMENDATIOM: That the Servicecs, DOE and FEMA review, and

correct as appropriate the =xisting guidance on anticipated problems with

timely evacuation.

d. TOPIC, Air Samplers.

(1) CCMMENT/DISCUSSION: Only e limited number of air samplers were
‘ observed in use by the players. The Navy briefly deployed a STAPLEX air
| sampler approximately two miles downwind irmediately after the accident, and
operated a STAPLEX sampler at the Field Command Post as a backgrocurd sampler,
one at the CCS, and ore immediately downwind of the crater. Tﬁe latter
sampler was placed and largely ignored. It should be noted that the ECD
Tnitial Response Force spent over ore hour emplacing the air sampler by the
crater. All other operations were at a standstil] while this was being
. accomplished. The requirement for the EOD Te¢em to emplace an air sampler is
contained in a Navy Yorktown OPSORD. The number and type of air samplers
utilized by the COV and the specialized teams is unknown, however, one air
sampler was taken to the perimeter of the contaminated area at a downwind
location and air samples of short duration taken. 1In contrast with plaver
operationg, the JTG RADCON Divicion operzted 11 air sampler statiers continu-
‘ oucly during the exercise. Mo significant resuspersion was observed. Air
sampling was not performed after "fixing" of contamination on D+4. Tt is not.
. clear what criteria was used to determine that fixirg wes required. The
procedures for collecticn and use of air samplirg data varied hv organizetion.
Based on umpire reports it appears the COV used air samplinc data as a bhasis
for evacuation of the Jefferson Ccurty buildirna. Based on c¢brerved actions it

is concluded that there hes heen littlie thought agiven *o the placement,
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frequency of readinés, and role of air samplers in response actions. vAir
samplers were.not rotated to face into the wind. 1If monitoring is being
perfornmed to insure écntamination is contained withir an area, the samplers
should face the area and rotation is not nécessary. However, a wind activated
switch may be desirable so run time only reflects downwind operation. It is
possihle exercise artificialties reduced interest in this area, but it is
believed there is insufficient published guidance on thg use of air samplers
and the data and information collected. CCS's are established in clear areas.
The only airborne hazard to be expected is that whicﬁ is picked up on’
equipment, clothing, and anti-contamination clothing worn or carried by the
people being processed. ‘Considerinq the probabie levels of contamsna;ion such
people and equipment will be in, the pe£céntage of contamination which will bé

transferred to articles being taken from the area, ard the percentage of

.contamination carried out which may become airborne, the value of air sampling

in the CCS bhecomes questionable, as does the practice of wearing masks in the
CCS. Frequent ground monitoring and swipes in and around the CCS will provide

an irdication that contamiration is being tracked or carried intc the area.

- At that time, masking can be performed as a precautionary response until the

_source of the contamination can be identified.

{2) CONCLUSION: (Guidance and procedures for emplacing and utilizing

air samplers is inadequate and differs widely among response agencies. The
guidance which is available did not appear to be followed during much of the

exercise. The Navy FOD Initial Resporse Force probably would be more
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effective accomplishing their primary mission on the weavons and not haviny to
emplace air samplers which can be done by some other response element.

(3) RECOMMFNDATION: That the Services and DOE review, and incorpo-

rate, detailed guidarce on the emplacement, utilization, and data arelysis of
air samplers in applicable directives and SOP's. In addition, the Navy
Yorktown OPSORD which reguires the FOD Team to ermplace an air sampler should
either be changed tb indicate another responrse element which can accomplish
thet task, or the EOD Teams should receive additioral trairing in the rapid
emplacenent of air samplers.

e. EQEEC. Radiological Detection Fouipment at the Local Level (Towrn,
City, County, etc.).

(1) COMMENT/DTSCUSSION: It was noted that Jefferson County response

autherities possessed civil defense irnstruments that were incapable of detect-
ing alpha contamination.

(2) CONCLUSION: This situation undoubtedly exists at the local level
in most states. It is unreasonable to expect every local authority to be ahle
to purchase alpha detection equipment.

(3) RECCMMENCATIOU': That the Services, DOE and FEMA rote this

situation and provide for coordinatior and sharing of data, and perhaps even
monitor personnel from the response force elements fhat do possess alpha
detection equipment in order to help the local autherities accorplish monitor-

ing responsibilities. Tnformation on this civil sector shortfall and recom-

mended solutions to it should be included ir applicable directives and SOP's.




f. TOPIC. ATRAP Calibraticn Support Capability.

N I )

v (1) COMMINT/DISCUSSION: AN/PDR-56 AIPHA Survey Meters used by the

' SRF and EOD forces werc pre-calibrated for the exercise at Navy repair facil- v

ities with approved procedures. The ATKAP, which provided a poul of thirty

AN/PDR-56 to replace MNavy instruments while in repaif on~scene, deployed with

new AN/PDR-56 meters prior to any AF acceptance, testing, or calibration. The
factory calibration was presumed to be acceptable. & Navy AN/UDM-7 cali-

bration device, provided to ATRAP just for the exercise, showed cre randonly .

picked pool instrument to be out of calihration.
(2) CONCLUSION: ATRAP has no AN/UDM-7 calibhration capability of its

own, therefore instruments could not have rormally been checked cr: calibrated

- e e

with approved procedures during the response effort.

(3) RECOMMENDATION: That the Air Force take action to outfit ATRAP

« w——l

with an AN/UDM-7, Alpha Survey Meter Calibration Device, and that ATKRAP insure
all instruments they maintain are routinely pre-calibrated.
g. TOPIC. AN/PDR-56 Technical Deficiency i

(1) COMMENT/DISCUSSION: Navy radiological monitoring perscnnel ;

observed false readings cn tne AN/PDR-56 alpha survey instrument. Tnves- .
tigation revealed tha: the unshielded coiled cable betwcen the detecfor and I
the instrument package was subject to electromagnetic interference (EMI) from -
radio transnmissions (including bard hel+i radics).

(2) CONCLUSION: There is a material deficiency in the AN/PDE-56 which g
can result in EMI induced false rcadings.

(3) RECCMMENDATTCN: That DMNA initiate action to have laboratery tests

conducted to evaluate the NUWAX-83 evidence and, it vezlid, that all unshieldcd

cables be replaceé with shielded cables.
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h. TOPIC. Security Clearonces for Specialized Tearms.

(1) COMMENT/DISCUSSION: Spccialized Teams, ATRAP, AFRAT, and ceveral

DOE groups were cdelayed several hours or more from entry and integration into
Navy response capabilities apparently because of overloading of the security
clearance system administrative capabilitics. Provisicns do exist for accept-
ing handcarried clearance data and for the on-scene commander to cerfffy,
under emergency conditions, cleararces f&r essential perscrrnel with
appropriate hard copy following at a later date.

(2) CONCLUSION: Access to the respcnse effort Ly specialized teams
vas éelayed becéuse of administrative delays in'security processing. This
effectivelyv denied immediate avai]abiliéy of these teams upcn their arrival,

(3) RECOMMFENDATION: That the Services ard DOE recognize the potential

for this administrative bottleneck and review existing procedures accordircly,
It may well be necessary that additional guidance be ipcluded irn applicable
directives and SOP's,

i. TOPIC. Reques*ina DOD/DOF Special Team Support.

1 E;tE{ENT/DISCUSSION: The Navy's demornstrated preocedure for the
provision of sbecial teams to the response effort wae for CINCLANTTIT and *he
CNO to be responsihle for initiating the recussary recuests, This procedure
was in agreemen* with OPNAYV INST. 344C.15., This, in reel life, would have

delayed arrival of specialized teams which could have bheer utilizes ot the

accident sive,
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(2) COMCLUSION: There are existing Service procedures with which to

~ alert special teams upcn notification of a nuclear weapon accident. The Navy

followed this published guidance in its actions to deploy the specialized
teams.

(3) PECOMMENDATION: TlLat the Services and DOE automatically deploy
all principal specialized teams at the time of confirmation of a nuclear
weapon accident. The Services.and DCE should verify, or develop, guidance to
accomplish this in applicable directives and S0P's. The need for these teams
early on the scene in cares of extensive contamination far outweiqhs the cost
of redeploying them if it turns out orly limited cortamination is involved ana
they are not ultimately required,

“j. 1CPIC.. Padiological Surveys

. (1) COMMFNT/DTSCUSSION: 1Initial surveys by the COV were with
heta/gamma instruments wﬁich would have been of limited value with actual
plutonium centamination. Ground surveys in and around the MDA were prohibited
hy EOD forces for personrel safety reasons to irclude the perimeter where the
Marine Security Forcc was positioned. A preoccupation with EOD concerns
prevented utjlization of specialized radiologiral teams irn areas in which thev
could have heen safely and prnductively put tc use, Over 75% of the contam-
inated area wars cutside the MDA, Ultimately, ond virtuallv on their own
initiative, in latc ufternoon of D+1, the Army RADCON Te-am performed a perime-
tor survey of the NDA, which provided the initial around depasition date
received by the Navy Cprrations Center. Most specialized radioloqinﬁl rnams.

were idle through close of business on D+1, ond minimal definiticr ard

AR




characterization of the contamirated area had cccurred. On D+2, the DOE RAP
and COV commenced monitering the area. By late afternoon on D+2, EOD op-
erations permitted the entry of radiation survey teams into the NDA and the
Army RADCON Team defined three times background contour. Almost all plots
used by the playeré consisted of grease pencil overlays on the AMS plot. A,
requirement for laser rangefinders to accurately survey the area was iden-
tified by evening on D+4. Due to exercise limitations on time and money,
approximately 50 meter spacing was laid out by the Navy in the absence of the
laser survey equipment. The conventional survey equipment brought by Army
RADCON was not used in laying out the grid. The rationale for the spacing
used in the grid is net understood.

(2) CONCLUSION: Before specialized teams arrive, instrumentation

&

available to response forces is adequate to identifyv the existence of a
radiological problem. The radiological jinstrumentation and analytical re-
sources available from the combined assets of response forces present at
NUWAX-83 were adequate to surveyv and characterize the contaminated area.
Engineering survey equipment possessed by forces responding to NUWAX-83 was
marginally adequate to support the radiological surveys required, however, and
available equipment was not fully utilized. Initiation of radiological
surveys was not given sufficient rriority early in the accident response.

Once it had been determined tha: con*amination had been released, radiological
and ECD operations ebould have been conducted concurrently with sufficien?
physical separation to providé safety for personnel cenducting radiological
surveys. There. is inadequate current guidance on radiological survey proce-

dures to be used in response to a nuclear weapon accident.

¢e



(3) RECOMMENDATION: That the Services and DOE identify additional

equipment necessary for accurate radiological and engireering surveys and, as
it becomes available, develocp pians to effectively utilize that eguipment.
Response guidance should also include plans for immediate initiation of
initial surveys bv specialized teams upon their arrival. |

k. Topic. SRF Radiological Health Officer (RHO)/Health Physics Support

(1) COMMENT/DISCUSSION: During the course of the exercise it was

apparent that one RHO on the SRF staff could not physically perform his
required functions and participate in all the varied staff events where his
presence and expertise would be reqﬁired, e.g., directing the collection,
analysis, and interpretation of data from the field; advising *the SRF medical
representative; advising the SRF site restoration representative; coordinating
bioassay resources, data collection, and data interpretation; advising the 0SC
on radioclogical discussions; bricfing the 0OSC in preparation for public
releases and press conferences; and participating in JRCC ogerations.

(2) CONCLUSION: The SRF RHO could not effectively perform all the
fﬁnctions that are required of his position on the SRF staff.

(3) RECOMMENDATION: That Service and DOE response organizations

either ensure an adequate number of health ghysics/radiation safety perscnnel
be dispatched as members of the SPF staff to supparﬁ the PHO, or that standing
procedures be established for drawina personnél, upon arrival of the spe-
cialized teams, to assist on the staff. 1In essence, this will allow the
creation of an ed hoc JRCC until surh time as one is formally eétablishp@.

The requirement for the Services and DOE to have pre-accident plars describing

specifically how the JRCC will be orgarized and how the specialized teams

. ". - e T et et e o .
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will be utilized upon arrival is, likewise, essential for an effective
response {See pages 35 and 36, para 2e).

16. LOGISTICS AND SERVICE SUPPORT (WASHINGTON PLAY)

a. TOPIC. Transportation of Radioactive Source Equipment (Armv).

(1) COMMENT/DISCUSSICN: The Radiological Advisory Team (RAMT) from
Walter Reed Army Medice' Center (WRAMC) was scheduled to depart Dulles.
International Airport via American Airlines on 6 May 1983, Upon arriving at
the airport, American Airlines personﬁel informed the RAMT that the airliné
could not sﬁip the team's low-level radicactive source equipment on board the
flight. FAA regulations pcrmit commercial airlines to transport low-level
radiological equipment of the ty: 2 used by thg RAMT on scheduled flights;
however, the FAA reaqulations alsc sfiﬁulate that acceptance of the cargo rests
with the airlines. Because of American's action, the RAMT personrel departed
without their equipment on the scheduled flight. Prier to depaffure, they
queried other airlines at Dulles and determired that Western Airlines was both
aware of FAA reqgulations arnd would accert the equipment for shipment on a
later flight,

(2) COMCIUSION: RAMT personnel were effectjvely‘separafod from their
equipment and hindered in providinag timely support at the accident site
because their chosen commercial airline was not prepsred to acenmmodate
shipment of a low-level radiclogical source.

{3) RECCMMENDATTON: That the RAMT, and other nuclear accidert
response teams that may depend on commercial ajy transpoir* for rapid

deployment to an accident site alerg with low-ievel radiolccical source

equipment:
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(a) Acquire and retain a copy of appropriate FAA regulations
concerning shipment of the equipment.

(b) Alert local airline'officiéls to the possibility of
short notice travel requirements and requcst a letter of authorization which
contains appropriate instructions concerning the source ecuipment and which
can be provided to airline personnel at the departure airport, if réquired.

(c) Determine that'an air carrier will accept the source equipment
on the flight before bookinq reservations for team members.

17. LOGISTICS AMD SERVICF SUPPORT (FILLD PLAY).

a. TOPIC. Nuclear Weapon Accident Response Unique Equipment.

(1) COMMENT/DISCUSSION: Lougistical requirements generated by an

accident need to be identified in detail. For example, approximately 1700
sets of anti-C's wete‘issued in NUWAX-83., While many'of them were not
contaminated prior to turn~in and could have been re-used, there would have
been many more people involved in an actual accident. The availability and
capacity of a contaminated laundry will determine the number of anti-C's
required to support an accident response. EOD and specialized teams possessed
a limited number of anti-C's but not enough tc support sustained operatijons.
Disposable anti-C's were used in a few cases and had limited durability for
large people. Their durability for use in rough terrain, or for strenuous
tasks, is questionable.

(2) CONCLUSION: Logistical requirements such as anti-C's, masks,
and replacement clothing need to ke estimated and guidance published for use

by response forces.
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(3) RECCMMENDATION: That the Services and DOE review current

guidance and, as reguired, include estimates of accident peculiar logistics
requirements, in support of sustained operations, in applicable directives and

SOP's.




ANNEX A TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION REPORT
MAVY AFTEP ACTION REPORT LESSONS LFARNED

1. This annex contains three reports provided by the Navy. The reports,
identified below, are located in separate appendices to tﬁis annex.

2. Appendix 1 contains the Initial Response Force After Actior Peport
l.essons Learned.

3. Aépendix 2 contains the Service Response Force After Action Report
Lessons Learned.

4. Appendix 3 contains the Commander in Chief, U.S. Atlantic Fleet

(CINCLANTFLT) After Action Report Lessons lLearned.
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APPENDIX 1 TO ANNEX A 7O JOINT DOU/DCE/FEMA NHUWAX-83 VCINME II AFTEP ACTION

REPORT

 INITIAL RESPONSE FOFCE (IRF) AFTER ACTION EFPORT LESSCNS LEARNED

1. COMMAND AND CONTRCL:

a. Topic: Padiation Confirmation
—— e

(1) COMMENT/DISCUSSION: The inability of the IKF OSC to .+pidly

determine if there was any radiation precent was the first maic: hurdle
which had to be overcome. The responding {ire department nad Radiac
equipment on board the truck, and was at the scere in 6 minutes. Actual
readings or AMN/PDR 43 indjcated no gemma present. Navy reconnaissance of
the scene is historically cenducted by EOD pefsonr&l on site and although
pre-bricfed on movement, the ECD teams are net dressed cut and it may he in
excess of 1 hour Sefnre they enter the site. This delay may not be
acceptable for information of this importance.

(2) RECOMIFENDATION: State of the art wricst/belt alarm

gemma/beta/alpha detectors be developed for firefighters and emergency

response personnel.




APPENDIX 2 TO ANNEX A TO JOINT DCD/DOFE/FEMA NU'WAX-83 VOLUME II AFTER ACTION

REPORT ‘
SERVICE RESPCNSE FORCE (SRF) AFTER ACTION REPORT LESSONS LFARNED

1. COMMAND AND CCNTROL:

a. Topic: Interagency/Service Cocrdination

(1) CCMMENT/DISCUSSION: The rumerous specialized organizations

that provided a service to the on-scene cormander proved to be highly
professional, enthusiastic and extremely capable. These teams were
requested by the Initial Response Force (IRF) commander and the Service
Response Force (SRF) through the National Military Command Center (NMCC).

In the early stages cf the exercise, NMCC took the initiative and
alerted/requested specialized teams. NMCC turned over operational control
of the exercise at the Qorking level to the Chief of Maval Operations (CNO)
late og D-Day. From D-Day through D+2, these Interagency/Tnterservice

teams arrived on site and reported to the SRF cormander. Keeping track of
what teaﬁs were requested, their capabilities,‘estimated time of arrival and
even their actual location when on site, proved difficult. Federal
Frmergency Management Agency (FEMA), Commonwealth of Virginia (COV) and local
govgrnment all requested liaisor cfficers from the Navy. Because of the
'limited number of Navy persornel on scene, one liaiscn officer was assigned
to work among numerous agerncies. On the third day of the éxercise ar
additicnal liaison officer was provided to work with FEMA and COV.. FEMA and
COV provided liaison officérs to the Navy OPS Center. However, COV pulled

their liaison officer out after a couple of days becouse they did nct

have sufficient personnel with them who had appropriate clearances.
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(2) CONCLUSION:

{a) To make full use of the capabilitiec of the special
teams assisting the SRF commander, it is absolutely essential that as teams
arrive on site, they provide a firm point of contact and be provided a
liaison officer from the SRF commander's staff.

(b) It is necessarv to pre-designate liaiscr officer pogitions
from Navy, state, FEMA and local government and ensure that qualified
personnel have proper clearances and are available to fill these positions.

{(c) Fxercise NUWAX-83 pointed out the need for more actual
exercises and CPX's to improve coordination and utilizetion of assets
botween the SRF commander and the Interagency and Interservice teams

cdesignated to support him.

(3) RECCMMENDATICNS:

{a) The SRF comrander pre-designate sufficient, well
qualified, liaisor cofficers on his staff to work with the specialized teams
which support him.

(b) Ensure Federal, state and lccal authorities are aware of
the necessity to provide liaiscr officers with appropriate clearances as
those teams arrive on site.

(c) Conduct actual exercises and CPX;s more Frecguently.
FReccmmend CPX's be conducted on a semi-arnual basis, rotatine the duties of

the SR¥ commander through all pre~designated SPF cormanders of all Secrvices,

erd that all 5C states beccme involved.
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b. Topic: Interagency/Interservice Support

(1) COMMENT/DISCUSSION: UCuring the ccnduct of the exercise, the

operatioral and logistical support was outstanding. The artificialties of
tbe exercise required substantial pre-staging of personnel and equipment to
the exercise scenario location of "Port Gaston.” Néarly all communications
were in place or pre-coordinated prior to the accident and arrival of the
SRF. Frequency élearances haﬁ been obtained, satellite channels were
assigned, secure &oice interface points arranged, telephones installed, and
all requisite equipment made available. Exercisé personnel were on sitc,
pre-staged or readil} available. Interagency and Interservice personnel.
were prepared to travel, fully trained and fully equipped. The nec5ssity
for iiaison between Federal, military, state and local authcrities to set up
the exercise scenario resulted in a truétiné rapport between those
authorities when the same personnel became exercise participants.

(2) CONCLUSION: Certainlyv the superb coéperation between the
exercise participants can, to some extent, be attributed to the participants
familiarity with each other as a result of "settinag up" the scenario.

(3) RECOMMENDATIOM: That short notice CPX's be conducted using

various military SRF's, state and local authorities and Federal agencies
that have not worked as closely as those of the Navy and the Commonwealth of
Virginia.

c. Topic: Disparities Eetween Current Directives and Nuclear Weaponrs

Ac¢ ;ident Response (NARP) Manual




(1) COMMENT/DISCUSSICN: An enormous amount of technical expertise

augments the SRF staff as various Accident Response Group (ARG) units arrive /

on site. These professional, highly trained units have far more

capabilities and functions thanidescribed in the NARP and OPNAVINST 3440.15.

Some of these team functions overlap one anofher, especially in the area of

radiatjnﬁ survey ané decontamination control. An example is the Fiddler

monitoring capabilities of the Occupaticnal and Enviroﬁmental Health

Laboratory (OEHL)/Air Force Padiation Assessment Team (AFRAT) which is not

listed in any job description. . !
(2) CCRCLUSION: Urless the SPF is fully aware of the capabilitiecs

and functions of the various specialized teams and what equipment these

teams have actually brought with them to the accident site, a duplication of

effort, often with less efficient equipment, could result.

(3) RECOMMENDATIONS :

(a) That a ccnsolidated listing of complete technical
" capabilities of each ARG unit and specialized team we described in the NARP
and OPNAVINST 3440.15.
(b) Each of those teams provide a complete list of ecuipment
on site to the SRF commaender when they report in.
d. Topic: Operatiny Procedures

(1) COMMENT/DISCUSSION: The command and contreol portion of the

exercise can be broken down into two major phasec: first, the on site
actions to contain the situation, ard second, the necessity to disseminate

information to higher authority. To accomplish the on-site actions, the SRE

P-2-4 3
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commander conducted srheduled and unscheduled meetincs with his staff and
the specialized teams| supporting him. Meetings with Department Heads and
Senior Civilians representing specialized teams were scheduled twice daily

at 0700 and approximately 1900 depending on the situation. At these

meetings, the SRF comFander reczived a comprehensive overall brief from the
|

‘Operations Officer foilowed by updated and detailed briefs from other

participants. A plan| of action was formulated by the SRF commander, and
departments and speciplized teams were given directions. Unscheduled

meetings throughout the exercise were conducted as the situation dictated.

These meetings were useful for problem solving and coordination as vell as

!
formulatior of directives. Participants varied as the task requirements
!

B |
varied. As the operaFion progressed, it was obvious that “he decision to

l

restrict the number of participants at the two scheduled meetings conducted
|

by the SRF commander yas necessarv. The tendency for meetings to become

|
unwieldly must be recognized. To gather, collate and disseminate

information to higherjauthority, it was decided that two comprehensive
OPREP-3 messages woulé be sent daily. Oné in mid-morning local time, the
second after all majo% tasks for the day had been performed which was
approximately one hout after local sunset. Other OPREPs were sent as
Gictated by the urgen?y of the situation. Gathering the information
rnecessary to write thé twe major daily OPREP-3's was difficult in the early

stages of the operati¢n as inputs were often late and written in highly

technical’languaqe. By D+2 most liaiscn cfficers were providing timely,

well written inputs. 'Numerous one or two paragraph OPREP-3 messages were
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'sent as major tasks were accomplished threughout the exercise.  The various
specialized tcams supporting the SRF commander wore tasked by their pafunr
orcanizations to make reperts to their headquarters on their progress. Ev
réquirihg these specialized tcams to provide a copy of these reports to the
SRF commander, coordination was greatly enhanced. In addition to record
traffic daily phone conversations with both CINCLANTFLT and CNO duty
officers were made and logged to keep them appraised of the situation and
answer any questions.

(2) CONCLUSION: The information and decision making system
described above proved satisfactory during the exercise. By D+2, lines of
communication and coordination between supporting organizations within the
SRF were well cstablished and in operation. The exercise was brought to a
~uccessful conclusion, and higher authorities stated that they felt they
were kept well informed thrcughout the exergise.

(3) RECCMMENDATIONE :

(a) Restrict the attendees of meetings to only those necessary
to provide information and coordination in order to formulate direction.

(b) Provide specialized teams access to the SRF commander on
an as necessary basis.

(c) TInsist that specialized teams provide liaison officers to
the SRF co&ﬁander and that the liaigon officers be responsible to provide
timely, well written inputs to the Operations Officer for inclusion in the

OPREP-32 reporting system.

A=2=C



(AY  That specialized tears making reports to their perent
organizations provide copies of the reporte to rhe SRE commander vie vhe
Operations Officer,

(e) Send OPREP-3 rerorts as mejor chances cccur in the
‘gituation. These comprchensive OPREP-3 updates should be sent twice daily,

| e. Topic: Command Post Management

(1) COMMENT/DISCUSSTON: Personnel assigned the Command Center were

cooperative and well cqualified. The ﬁoise level remaired low until the
voice circuits became “very" active. Circuit discipline was gocod throughcut
the exercise. Information display was adeauate but could use refirements in
size and frequency of updating of status koards. A locator status board of
key personnel would have been beneficial. The Command Center was designated
a limited access area-and a guard restricted the movement of unauthorized
perscennel based on an access list provided by the Admin/Security Departmenrt
of Porg Gaston.. All meetings were conducted in a room adjacent to the
Cdmmand Center. Occagionally, "discussions" in the Conmand Center grew to
be "meetinags" and participants were requested to conduct their'business
elsewhere. The need for mor: support personnel, i.e., radin men, admin and
status hoard keepefs, became evident carly on, while spaze also became a
problem.

(2) CONCLUSION: The functions of the Command Center are to gather,
"provide and display inforﬁation to the SRFF commander, implement his
directives &~nd coordingto the efforts of the specialized teams. To

jaccomplish this task, tho Command Center must boe o center of operations with
: H

3

%
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aveess limited to those who have a reed to conduct business tlere. It rus!
be of sufficient size to present all necessary visual displays and be

adequately manned to keep those displays current,

¥

{3) RECOMMENDATIONS:

_\’ .

{a) The Command Center needs Lo be designated a Limited Access
'Area and must be controlled.

(b} The voice circuits should be positively centrolled and the
area partitioned off to keep the noise level low.

(c¢) Develop and maintain a kecv personnel locstor status hoard.
Insist that liaison officers and point of contact personnel provide current
information as to their location.

(d) Ensure there are sufficient personnel to man the Command
Center. If in doubt as to the number of personnel, bring more rather than
less.

2. RADIOLOGICAL SAFETY AND CONTROL

a. Topic: Interagency/Service Coordination

(1)% COMMENT/DISCUSSION: Immediate SRF establishment of an

effective'iéint Radiological Control Center (JRCC) is of prime importance to
¥

ensure a wéél coordinated radiological control/radiological health recsponse.
Iﬁ order t;?accomplish this, there is a need to know personncl/equipment
capabilitieé of teams when they check into the site.

(2) CONCIUSION: When the Accident response Group (ARG) teams check

in with the Personnel Support Activity (PSAh), the ARG teams should furrish

to PSA a listing.of personnel, qualifications, ard specific mission. 1In



turn, PSA should indicate the time and place of the initial JRCC meetinc ag
established by the Senior SRF Radiation Health Officer (REHO).
b. Topic: Perscnnel

{1) COMMENT/DTSCUSSION: The duties and responsibilities assigned

to the SRF RHO to simultaneously coordinate and analyze data from the field,
advise the SRF medical representative, SRF site restoration representative,
On-Scene éommander, PAO and to chair the JRCC is tooc much for one person to
handle.

(2) CONCLUSION: The SFF response to the radioleoaical health
problems could have been more effectively handled by two or three more
health physics personnel.

(3) RECOMMENDATION: Provide three-four health physics personnel

for SRF and let one chair the JRCC with the others assuming various other
positions and reporting directly to the chairman of the JRCC. Three of the
health physics personnel cou]d_participate in such tasks as data base
coordination, bicassay studies, and site restoratioen.

¢. Topic: Coordiration

(3) COMMENT/D1SCUSSION: Initially, many radiolocical control

questions were directed to the Radiation Health Officer becsuse of the

inadequacy of training of the desianated Radiclogical Controls Officer.

This provided confusion at the OPS Center, Forward Command FPost (FCP), and
Contamination Control Stetion (CCs).
7 (2) CONCLUSTON: TInitially, as a rcsult of less than positive

direction providdd by radiological controls personnel, erroneous irformation

was usnd for decisions in masking and unmasking various personnel.

N=2-9



(3)  RECOMMENDAT!W!: The SKF have three-tour Radiclogical Cortrols

Officers with one advising the 08SC and participating in the JRCC and the

‘other Radioleogical Controls Officers reporting te him and directirg the

radiclogical controls at the FCP, CCS, and OPS Centcer.
d. Topic: Instrument Calibration

(1) COMMENT/DISCUSSION: In order to prevent any misunderstandiras

-abcut field data collection, all radiac menitoring equipment reeds to be

calibrated in a uriform manrcr, prior to ary group taking measurements.

{2) CONCLUSION: Unnecessary time was spent in analyzing how the

‘hrmy RADCON Team calibrated their ecuipment in order to determine the

validity of some of their data.

(3) RECOMMENDATION: Prior to any individual or team enterinc any

area to ccnduct field measurements, the equipment should first be calibrated

by a distinct oroup such as the HOT SPOT Team of lawrence Livermore Naticnal

‘Laboratories (LLNL).

e. Topic: 1Interagency/Service Support

{1) COMMENT/DISCUSSION: There was a tremendous amount of

information pertaining te radiological health/controls passed among OFS
Center, FCP, CCS, Navy Hospital, COV, and FEMA. Much of the information

(air/water samples, status of casualties, cvacuation rccommendations) needed

for critical decisicuii., was not expaditiously received or analvzed.

{2) CONCLUSION: Slow and scmetimes crroneocus doecisions were made

becausce ¢f lack of documentation of information passcd from onc point to

. another.

A=2-10
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(3) RECOMMENDATION: Teletype circuits with computer interfacos

should be located at OPS Center, FCP, (CS$, Naval Hospital, COV, FEMA, BCE,
ete. (A similar type system already exists and wan in usce with LOE, LINL,
Sandia Mational Laboratory, ctc.) This will allow docunmentation of #11
information disseminated via telephone modem with scrambler attachment.
Furthermore, the computer system should have a software packece specifically
developed for a nuclear weapon accident such that air, water, soil data can
be input with results plotted in an appropriate fashion. It should also
have the capability of drawing in isopleths, geographical data, grid
coordinates, etc., for analysis and distribution to selected participants.
f. Topic: Radiological Emergency Medical Procedures

(1) COMMENT/DISCUSSION: Injureé personnel who are contaminated

witﬁ Pu239 need to be cared for in an expeditious manner in order to
stabilize the injury and then minimize wound/internal contaminetion. In
conjunction with this, early decisions need to be made on the use of
chelating agents that bind with Pu239 in the body and reduce exposure to
the individual's bones, liver, and spleen. Chelating agents such as Ca and
Zn DTPA are not readily available since they are investigational drugs.

(2) CONCLUSION: The injured/contaminated individuals were
expeditiously cared for and administerea the proper chelating agents as a
direct result of a knowledgeable representative of the Radiation Emergency
Assistance Center/Training Site (REAC/TS) who brought these acents with him.
However, REAC/TS is not tasked to respond to all nuclear weapon accidents;

only those in a specific geogyraphical location.

A-2=11
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(3) RECOMMENDATION: REAC/TS respond to all nuclear weapon

accidents and have available sufficient quantities of chelating agents to
provide initial treatment for injured/contaminated personnel.
¢. Topic: Monitoring Equipment (Survey)

(1) COMMENT/DISCUSSION: The specialized teams which responded to

the accident exercise, i.e., Army RADCON, Air Force Radiation Assistance
Team (AFRAT}, etc., utilized advanced, if rot the state-of-the-art,
monitoring equipment to perform surveys of the affected area and perimeter.

(2) CONCLUSION: It took only a few hours for the Army RADCON Team
and the AFRAT, including COV teams, to conduct a survey of the perimeter and
determine the extent of the RadiAation Control Area (RCA), and perform a
detailed survey of the entire area. With the equipment presently availabic
to the Ndvy RADCON teams, (AN/PDR-56 and AN/PDR-27), the same survoy would
have taken many days and would have resulted in most, if not all, of our
RADIAC ascets becoming inoperative before the arrival of the Air
Transportable RADIAC Package (ATRAP) team.

(3) RECOMMENDATION: Provide the MNavy's initial response teams with

a minimum of two BROKFM ARROW Resporse Kits (RAPKs) which wculd allow the
IRF to perform a perimeter survev or a cuick survev of the area for hot
spots if required before the arrival of the Army RADCON Team. I+ is
understocd that this instrument is complicated to use and would require‘a
highly trained operator. ©Navy FADCON teams have many techricallv oriented

personnel and with proper training this shouléd no* he a probler.
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h. Topic: Equipment Decontamination

(1) COMMENT/DISCUSSION: It had been considered that most equipment

would not be decontaminated until all personnel were processed through the
CCS, however, it socn became readily apparent that these personnel were
going to wait on their equipment while congregating at the rear hot line
continually incuiring about how long it will take to get their cear.
Example of these items are: personal respirators especially those with
eyeglass inserts, Marine weapons, RADIAC equipment, and other specialized
gear used by EOD/ARG teams and others.

{2) CONCLUSION: One arca of CCS operations that was not properly
considered was the capability to promptly decontaminate equipment brought to
the CCS hotline by personnel returning from the RCA.

z (3) RECOMMENDATICN: Since these requirements would likely exist in

a real world situation, it is recommended that provisions be made for
establishing an adequate equipment decontamination facility within the CCS.
Tﬁis facility should be furnished with all suitable materials and supplies
aﬁd manned by personnel knowledgeable in the proper, and varied,
decontamination techniques feor the many different kinds of items to he
decorntaminated.  This functicn may reguire additicnal personrel assets to
RADCON teams so0 as not to reduce the effectiveness of the personnel
monifbring and deccontamination stations. However, if it is considered thot
area sufveys are/can be, best performed by the speciazlized assist groups due
to tﬂeir more sophisticated equipment, these personnel reauirements and the

training of RADCON teams micht be channeled more “oward this area of

£-2-13
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equipment decontamination. This problem is not covered at any length in
NET-OPS school, but should be; and it would be beneficial if an equipment
decentamination facility was clearly depicted in Figure 7-2 of OPNAVINST
3440.15 as a requirement so it will not be overlooked.

i. Topic: Radiation Contaminaticn Survev Techniques

(1) COMMENT/DISCUSSION: The Radiation Contamination Survey was

slow to get started due to lack of guidance from the SRF RADCCN Officer who
was working in various areas. When an additional officer was assigned to
RADCON aﬁa teams given specific areas to monitor, the evaluation progressed
positively and smoothly. It is imperative that the RADCON COfficer be
utilized for RADCON/SURVEY only in order to maintair positive control over
the RADCON situation.

(E) CONCLUSION: The U.S. Navy RADZON element could have provided
area survey teams on a limited basis. The use of more capable groups such
as Aerial Measuring (AMS) and the Armyv PADCON tean provided for faster and
more accurate survey data. Their use shoﬁld be accepted as SOP, excepting
of course the immediate needs dictated by the situation. FADIAC ecuipment
psed by the Navy is entiquated ccmpared to irstrumentation used bv other
service response teams; resulting in far slower, less accurate monitoring
techniques.

(3) RECOMMENDATIOMS: Shipboard persenrel are rot suificiently

trained for and should not be includeé in shore responsec forces. Fecormend
b )

more face to' face *raining with various ccrmand IRF/SPC RADCON teams.
e

Recommend that a separate team be developed to previcde plotting and

e

surveying gLidelines to allow for positive hot spot/contamination locations.

€
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j. Topic: Equipment Decontamination

(1) COMMENT/DISCUSSION: The filter holders on MK 17 protective masks

were easily contaminated making decortamination difficult due to lack of
spare holders on hand. The carrving pouch for the mask proved to be a
difficult decontamination problem because of the material being so porous.

(2) CONCLUSIONS: Basic monitoring equipment proved to be easy to

handle and monitor, however decontaminating proved to be time consuming.

(3) RECOMMENDATION: Recommend many spare filter holders be available

so mask may be reissued once the holder is exchanged vice turned in and
drawn the following day af:ter decontamination has been accomplished.
.Manufacture pouch out of a different material that contaminants will not
adhere to and is easily wasched/decontaminated.
5. COMMUNICATIONS
a. Topic: Interagencv/Service Ccordination

{1) COMMENT/DISCUSSICN: Pre-exercise coordination and liaison was

thorough and complete. As a result, ecguipment and publications were on site
and in operation prior to the SRF arrival on the scene. In the event of an
actual emergency, the SRF Communication Officer must be prepared to react to
communications requirements by having available for a short notice
depleoyment, the communications publications necessary to obtain and use such
assets as commércial leased lines, satellite channels, and portable radios.
The communications officer must also be prepared tc make a rapid assessment
upon arrival of what communications are available and what must be requested

to support the recovery operations.



(2) CONCLUSION: During an actual contingency, prior coordination
will not be possible. Therefore, close on-site coordination among
communications personnel of the various services and agenrcies iﬁvolVed will
be essential to avoid mutual interference and to allow maximum effective
utilization of assets.

(3) RECOMMENDATION: That the Service Response Force Communications

Officer be designated as the central ccordinator for all on-site
ééémunications and theat all services and agencies intending to operate
» communications at the accident site provide to him, con arrival, a point of
contact, a list of communications assets or the site, and operating
frequencies to be utilized.

.b. Topic: Interagencv/Service Support

(1) COMMENT/DISCUSSION: Communications support provided to the

Service Response Force by the communications detachment from the First
varine Division was excellent. Record traffic volumes were low thrcughout
the gxercise, therefore the capacity of the USMC communications detachment
was néver taxed. The Nuclear Emergency Search Team (NEST) cormunications
POD provided good quaiity video support for the Cperaticors Center late in
the exercise,

(2) CONCLUSION: The NEST POL would be & valuabkle ascet durince ar
actual incident.

(3) RECCOMMENDATIONS: The NEST PCOD be reguesz=ed ezriv ir the event of

sl

an accident.
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c. Topic: Disparities between Current Directives and NARP.

{1) COMMENT/DISCUSSION: Section 7 of the NARP contains very limited

descriptions of Marine Corps deployable communications facilities and no
indication of any Navy deployable communications assets.
{2) CONCLUSION: Section 7 of the NARP is incomplete.

(3) PECOMMENDATION: 'Tpdate Section 7 of the NARP to include all

deﬁloyable communications assets available from within the Department of
Defense, their capabilities, and the correct procedures {or reguesting
deployment of thoce assets.
6. SECURITY

a. Topic: Marine Security Force (MSF)

(1) COMMENT/DISCUSSION: IRF andé SPY Marine Security Force personnel

had virtually ro prior nuclear weapons accident/incident training prior to
NUWAX-83 and reguired extensive training and briefs upon arrival at NOF,
Port Gaston.

(2) CONCLUSION: larine Security Forcc personnel performed admirably
considering the various unite involved ard the lack ot prior traininrg.
However, the exercise would have gone even smoother if the Marine Security
Force had ccme from a Navel Weapons Station Marine Parracks.

{3) RECOMMFNDATION: That Marine Security Force be drawn from Noval

Weapeons Station Marine Barracks. These Marines are trained i: ruclear
weapons movements, the use of deadly forer, end the various concepts of

nuclear protection. Additionally, these Marines weuld alread, have the

~

proper security clearances a:é be memkers ~f the Percounnel EBe

Program.
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‘OPNAVINST 3440.15. Again, this caused numercus problers

b Topic: Security Perimeters

(1) COMMENT/DISCUSSION: The OPNAVINST 3440.15 requirement that the

,ée?urity perimeter surrounding the accident scene shall be a minimum of 2000

feet from the accident site plus additional distance on the down-wind side

of the accident plus an additional 1000 vards if the accident occurs

external to Federally controlleéd prcperty is unrealistic.

3 (2} CONCLUSION: The security perimeter distarces established in

'CP@AVINST 3440.15 might be feasible in rural areas; however, the

ésﬁablishment of a 5000 foot NDA ir heavily populated areas could result in

'ac¢ess control to the accident scene bhecoming ar impossikility.

(3) RECOMMENDATION: That security perimeters ke established by the

On%Scene Cqmmander. The distances will be based on weapoﬁ fragmentation
di;tances,‘reports of weapon conditions, local terrain, pcpulation, and
jocation of crash site.

¢. :Topic: Check-in Frocedures/Security Clearances

(1} COMMENT/DISCUSSION: Many rersonnel (IRF, SRF, DOD, DOE, etc.)

barticipating in the exercise failed to check in with Visitor Control upon
arrival, which resulted in incomplete cecurity/entry lists thus creating an
:extra workload at the Field Cormard Post. Also, perscnnel resnonding to the
faccident failed to either forward or hand carrv their securitv cleararces

k2

-and Personnel Reliability Proarom (PRP) certification in accordance with

t-h

cr Visitor Countrel
‘and Field Ccrmand Post security personnel.

S e . .. . .. _
F (2) CONCLUSION: in the evernt of an accident, the irmediacv of the
Fo Paddobbedatodt bl

) . . . .
situation overricdes the requirement for arn immediate FFF verificaticn but



still requires ar appropriate security clearance or lengthy
briefing/debriefing sessions. All personnel must check-in with Visitor
Control in order to expedite entry to the areas for which they have a "Need

to Enter."

(3) RECOMMENDATION: The importance of hand carrving security
clearances (electronic verification can be obtained later)! in accordance
with OPNAVINST 3440.15 and proper check-in procedures must be emphasized and

reemphasized to all personnel.

7. CASUALTY HANDLING/MEDICAL
a. Topic: Interagency/Service Coordination

(1) COMMENT/DISCUSSION: The multiple acencies and fervice teans

having expertise, which was brought to bear in handling nuclear accident
casualties, do not routinely work together or interface. This
notwithstanding, the experts from these various teams quickly made
themselves available to the SRF Medical Coordinator and allowed themsclves
to be quickly integrated intoe the action.

(2} RECCOMMENDATION: More exercises ard CPX's would be of value.

b. Topic: Interagency/Service Support

(1) COMMENT/DISCUSSION: Interagency/Service support was excellent.

(2) CONCLUSION: None

(3) RECOMMENDATION: Nore

¢. Topic: Disparities Betwecn Current Directives and NARP

(1) COMMENT/DISCUSSION: Nore

(2) CONCLUSION: None

(3) RECOMMENDATION: None
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8. WEAPONS OPERATIONS

a. Topic: Interagency/Service Coordination

(1) COMMENT/DISCUSSICE: Both EOD Detachments and the DOE/ARG

arrive on the scene of an accident with individval talent, expericence, and
hardware that traverses a spectrum from simple to exotic. The problem in
the past has heen to meld these numerous essets together in an irtegrated
and coordinated manner. Idditionally, a chain of command for informaticn
flow to the On-Scene Commander with proposed action, clearly delineating the
issues associated with weapons recovery, was wanting.

(2) CONCLUSION: An initial meeting of DOD and DOE/ARG upon the
latter's arrival is essential to brief the problems and establish an
integrated team organization with good two-way communications and a chain of
command pipeline link to the On-Scene Commander.

(3) RECOMMENDATION: The senior EOD officer establish a chain of

cqmmand organization as soon as possible integrating DOD and DOE/ARG into
the command and control organizaetion of the On-Scene Commander. This was
done effectively in NUWAX-83 as outlined in EOD Weapons Recovery
Organization below. Tt is noted that senior ARG representatives assigned
the experts on the systems to'be recovered by their background in

fuzing/firing, warhead, HE, etc. All hazards, influences, circumstances,
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and potentials were discusse&. Issues were delineated and a mutually agreed
upon plaﬁ of action was formulated down to the smallest detail. The plan
was presented in the evening meetings in preparation for the nexf
operational phase where the larger body had a cﬁance to ask questions. The
ag;eed upon plan was briefed to the On-Scene Commander by the senior EOD
officer for approval. All deviations found necessary in'the field had to be
cleared back through Weapons Recovery Control Center. It is recommended
this type of format be utilized for future exercise/real world, realizing as
in all emergency situations a degree of flexibility must exice .

EOD WEAPONS RECOVERY ORGANIZATION

EOD/WPNS RECOVERY i SFNTOR ARG COORDINATOR

FOR WEAPONS RECOVERY

LINE ITFM 87 WPNS LINE TTEM 100 WpPNS
RECOVERY GROUP PECOVERY GROUP
SPECIALIZED TEAM ' SPECIAI.TZED TEAM
COMBINED OF NAVY COMRINED OF NAVY
AND ARG PERSONNEL AND ARC PERSONNEL

b. Topic: Interagency/Service Support

(1) COMMENT/DISCUSSION: Both interagency and interservice support

during the uxercise was adequate, The DOD and DOE weapons orqganizations
came with the necessary equipment to do the job. Additionally, DOE had the

labs standing by as well as NEST assets to provide for any eventuality. DOD
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had all its supporting forées on alert both in the logistic channels and the
NAVEODTECHCER for technical/material EbD support. Only the artificiality of
the exerciée caused logistic problems with respect tb following ﬁevada Test
Site‘regulation; on Anti-C wear, handling equipment, prestaging packaging
containers, etc. It is noted that because of the personalities involved,
available resources were known for the most part, but this may not always be
the case. There was no 1istinq‘of avajlable support equipment, who had it,
and where specifically it could be found.

(2) CONCLUSION: Althouch interagency and interservice support
proved to be adequate during NUWAX-83 there were shortcormings as to
personnel acssets, known equipment/services availability.

(3) RECOMMENDATIONS:

(a) DOE/ARG should have a "shopping list" of available
equipment/services it can offer to enhance'weapon recovery operations,
Similarly, EOD should provide a list and brief of additional specialized
resources it has in alert at NAVFODTECHCEN, Indian Head, MD.

(b) Make all DOD aware of Record of Assembly (ROA) on weapons.
These are held at Pentax and include MC and serial numbers for positive I.D.
¢f all weapors components.

(c) A fcur man EOD Detachment, as used in this exercise, is
not large enough to handle all aspects of initial entry/recon/communication
to field and forward/rear command post as well as interrogating personnel
who were on-scene (such as firefighters) for essential information.
Pecommend those EOD teams designated with nuclear response be manned with at

least five personnel.
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(d) In the area|of intra-agency support, it is highly
recommended that . during weapons recovery operations, EOD teams be given
priority through hotline. A color coded arm band would provide easy

identification.

c. Topic: Disparities Between Current Directives and NARP

(1) COMMENTS/DISCUSSION:

|
(a) OPNAVINST 3440.15N requires radiac instruments to be

packaged priof to procceding into an accident site. This makes the
instruments harder to use and not as reliable. TSe instruments are easily
decontaminated with tape, watgr, or brushing off of the Alpha ccuiemination.

(b) Contingency| press releases in both DOD Directive 5230.16
and OPMAV 3440.5 include sentpnce "there is no danger of nuclear explosion.”
(This release was sent out during NUWAX-83 prior to EOD declaring all

systems safe,)

(2) CONCLUSIONS: |
Dbt ‘
|
‘a) Leave the packaging of radiac irstruments and equipment of
|

the EOD team to the discretiaon of the EOD OIC.

|

(b) On=Scene Commander's staff check with EOC prior to

release.

{3) RFCOMMENDATIONS 1

(a) Add paraqréph (d) to OPNAVINST 3440,15N to read, “The

packaging of. radiac instruments and equipment of the EOD team is to be
determined by the EOD OIC." 1
{b) PReview releases once acain to ensure public‘is informed

but information will not pose later embarrassment.
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d. Topic: Rerder Safe Procedures

(1) COMMENT/DISCUSSION: Render safe procedures were carried out in

accordance with applicable SWOPSFBS7-6 and W55.43-6. These publications.
provide the specific guidelines necessary for safing &anrd recovery of each
nuclear system. While the render safe procedures were carried out with
success in NUWAX-83, some deficiencies became apparent and weré discussed at
Sandia National Laboratory in mid-June 1983 by ARG and DOD personnel.

(2) CONCLUSION: A thorough review of SWOPs B57-6 and W55.43-6
needs to be conducted. As an extension, the need to review publications
gdverning older weapons systems still in inventory should be evaluated.

(3) RECOMMENDATIONS:

(a) Bring together DOE/APG and EOD personnel from NUWAX-B3 at
Sandia to conduct review of publications B57-6 arnd W55,43-6 in light of
recent experience. Specifics for consideration are:

1 uUtilizing X-rays needs study relative to its value as
an EOD tool. As a result of i-ray, what EOD action would be modified in
rerder safe procedures? What safety considerations need to be taken inté
consideration for its use? Shculd there be a library of ¥-ray photo; of
weapons in mint condition for comparison? What credertials are required for
operators? ‘hat time frames can bg anticipated for set-up, shooting, and
developing?, etc. Use should be noted in SWCPs,

2 A beiter foaming system needs to be developed for
immobilization of HE and components. Foam requires better flow/sweep

characteristics and slower setting time to permit good penetration. Useable

applicators for dispensing should be part of kit.
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3 Better picterial display of weapon system component
parts relative to one another as well as individual shots of key components

are required in SWOPs. (Source data photos provided by DOE/ARG were

. immensely better.)
4 Indexing of Table 7-3 by major assembly, subassembly,

and component parts would permit unclassified reporting.
5 MAs a security matter, consideration of satellite

overflights neesés mention in SWOPs to reduce high resolution photography

intelligence gathering opportunities.

e. Topic: Pecovery and Salvage

(1) COMMENT/DISCUSSION: OUnce the weapons and their associated

classified hazardous components are recovered, the salvage operation is
straightforward with PENTAX packaging and DOD weapons personnel preparing
transfer documentation and travel. Recbvery operations will need to be
tailored to each scenario encountered;.however, there are some
considerations that afe universal and are expressed below as lessons learned
under‘reccmmeﬁdations.

(2) SgﬁgLUSIONS: See recommendations.

(3) RECOMMENDATIONS:

(a) A critical decision point is the recovery of all classified

components since it directly affects maintentance of NDA. The dilemma that

arises if all components cannot he fournd is whether to keep searching, and
for how long, or can missing items be declared demilitarized by DOD/DOE

experts thereby being accounted for? Lessons learned are:
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1 A good grid search plan is essential.

2 Utilize large scéle chart/map.

3 serial numﬁers of components obtained through the Record
of Assembly (ROA) are a must, particularly if two similar systems are
involved.

4 Utilize experienced searches and have DbE components
experts standing by for pcsitive identification.

5 Evaluate dispersal pattern of weapon explosion to
ascertain high probability search areas. As a corollary - dispersal
patterns of tested weapons systems could be put into data bank and computer
‘enhanced with accident overlays to predict search areas and anomalies of
component flight. |

6 A data bank of pictures showing key components in mint
condition and after explosion would be extremely helpful as well as what
components would be reduced to non-entities.

9. Topic. Public Affairs
a. Interagency,/Service Coordination

(1) COMMENT/DISCUSSION: Pre-exercise meetings with the principals

from each participating agency gave a full understanding of roles and
intended procedures. This early consensus was further dewmonstrated, in
terms of the Joint Information Center (JIC) operation, by two jointly
released remoranda concerning the need for everyone's participation in

coordinating press releases and how each agency should assist in improving
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the flow of information from source to release. While these are only small
examples, they illustrate the coordination/cooperation as each agercy
responded in unison to the demands of the exercise. (One sample memo is

attached for information.)

(2) CONCLUSION: While all agencies represehted in the JIC worked

well together, firm leadership and formal procedures are required to ensure

that all press releases (and applicable responses) are fully staffed and

coordirated prior to release. Almost all releases, no matter how

elementary, have some impact on every agency involved. Therefore, mutual

]

concurrence is mandatory.

TS

(3) RECOMMENDATION: DOD Directive 5230.16 (Nuclear Accicdent and

Incident Public Affairs Guidance), in paragraph F.2.f., states that
"Activities of the Community Emergency Action Team (CEAT) shall be . e
coordinated through the senior FEMA official (SFO)....". This is proper, ir
that DOD does not have jurisdictional authority over state/local

governments. However, it should be clearly spelled out that final direction i

of CEAT activities is approved by the agency having current control over the

Jeint information Center.

eSS
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b. Interagency/Service Support

(1) COMMENT/DISCUSSION: Pre-exercice meetings established what the

Navy and other agency PAO's should furnish in the area of administrative
support and these items were provided. Reproduction and telecopier
capability in the JIC and Navy Headquarters was absolutely crucial in k-

providing timely information and rapid feedback both within the on-scene

A-2-27

REPCE S
SR S e

e



infrastructure and externally to remote participating organizations. FEMA
provided some handheld radios which gave an extra link to tﬁe widely
scattered players. FEMA contributed greatly to the JIC by providing a word.
processor that speeded the final product through endless revisions
necessitated by coordinating material through all players. Complete

audiovisual assets were simulated during NUWAX-83. For real world internal

|
\

and external public affairs these assets would be critical in maintaining
credible press relations.
(2) CONCLUSION: It is doubtful that a typical naval weapons

station could adequately handle the support requirements leveled at it

|during the early phases of an accident/incident of tihiis scope. The PAO

office tasked with being the service response force would not have on-hend

an emergency response kit capable of meeting administrative and
communications needs applicable to an accident of this scope.

(3) RECOMMENDATION: Assets, be they personnel or equipment, must

'be dedicated and on-hand. Assembly after-the-fact of items such as Xerox or
ftelecopier is doubly difficult in the confusion generated by an
raccident/incident.

! . - .
‘c. Topic. Current Directives

(1) COMMENTS/DISCUSSION:

(a) While the NARP provides some guidance, there appears to ke

no cleared-for-public-release informaticn available to any DOD activiiy on
' the subjects of radiological contamination (various types at various levels)
?or general information addressing ncmenclature, basic mission and handling

iof special weapons.
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(b) Although PAOs on the line may meet basic needs of media, the

availability of technical and operational experts to meef with reporters and
community leaders is critical t- public understanding of events at hand and
moreover what we are doing about them.

(2) CONCLUSION: Effort must be expanded now to overcome these
deficiencies in order to ensure effective public affairs performance in the

future.

(3) RECOMMENDATIONS:

(a) Although the NARP is designed to be a comprehensive single
source booklet which explains total emergency response capabilities/assets
among federal agencies in a crisis event, it should include: names and phone
numbers of headquarters and regional staff offices, description of
organizational relationships within the federal systems, general
capabilities of people and equipment and recommended methods for requesting
their assistance.

(b) A cleared for use booklet or reachable source who can be
contacted during crisis events ought to be available to those in need of
pertinent information.

SAMPLE MEMO

NUWAX 83 JOINT INFORMATION CENTER RELEASE PROCEDURES

From: JIC Coordinator

To: All Agencies Participating in NUWAX 83 JIC
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Subj: News Release Procedures

1. Before ény material not already covered in a previous release or press
conference is provided to the media, the following procedures will be
utilized:

a. Staff info within your own organization for complete accuracy.

b. Make enough copies for each participating agency to chop and cross
check information with their key contacts. (This will normally take at
least 30 minutes. All Public Affairs personnel should attempt to do this as
rapidly as possible, however.)

c. All chop copies will be returned to initiating agency with any
corrections and initials of reviewing person.

d. 1Initiating agency will make any changes {(or resolve any
discrepancies) .

e. Initiating agency will then make at least one copy for each agency,
twelve copies for press, and five copies for JIC admin (Navy enlisted)
personnel.

f. JIC admin personnel will then file the initial copies and the.final
release (stapled together for each release) on a master release board in
JIC. They will then deliver the twelve copies to the press center and
staple cne copy of the release cn the wall of the press center in
chronological order. Releases will be sequentially rumbered based on the
last release number on the master outgoing release board.

2. The cooperation of all public affairs personnel is appreciated. If

Jefferson County is not represented in the JIC, it will be the

1
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responsibility of the COV to ensure use of these procedures for local

staffing/releases.

Dale E. Smith
LCDR UEN
DOD 3IC Coordinator
10. ToEic:J LOGISTICS AND SERVICE SUPPORT
a. Interagency/Service Coordination

(1) COMMENT/DISCUSSION: From the SRF standpoint interagency/servicé

coordination was outstending. The high level of coordination was the direct
results of mornths of planning and personal contact between the various
organizations involved in setting up the exercise. 1In a "real world"
situation, however, there will not he time to establish this same level of
advance coordination. fhe Navy tear will need to rely on well established
logistical operating procedures; &hat is logistical support procadures that
are common krowledge to both support and user perscrrel. During the
exercise the SRF Supply Officér was not required to order significant
~quantities of material, as required material was pre-positioned prior to the
exercise. In a real world situation the SRF Supply Cfficer will use both
MILSTRTP and contract methods to obtain required material, equiprent and, in
some cases, berthing and messing facilities. The SRF Supply Officer wiil
need maximum flexibility tc accomplish this mission.

(2) CONCLUSION: The use of NAVSUP P-485, Afloat Supply Procedures,

provides the SRF Supply Officer with the tools recuired to accomplish his
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mission with a maximum of flexibility. Additionally, under Afloat
Procedures (para 3080) the senior Supply Officer is, by virtuc cf his
position, a contracting officer.

(3) RECOMMENDATION: CINCIANTFLT should designate the SRF ag ap

afloat unit, and authorize the SRF to use afloat supply procedures.
b. Interagency/Service Support

(1) COMMENT/DISCUSSION: Interagency/service support during the

exercise was outstanding. Real world support, however, depends on the
ability to obligate the government to pay for reeded supplies, equipment,
and sgervices. This can only ke done if the SRF Supply Cfficer has funds
with which to operate. During the exercise the SRF Supply Officer reguested
an ingtial funding of $1,000,000.00. CINCLANTFLT augmerted the SRPF's
suppoiting military base, NOF Port Gaston, operating budget by passing the
SRF f;nds to COMNAVBASE Norfolk who passed the funds to NOF Port Gaston.
The &%counting system used was the standard shore accounting system. 1In a
real ﬁorld situation the SRF Supply Officer should be directly funded.
Additiorally, the SRF Supply Officer will most likely have enlisted
storekeepers doing the actual ordering of material and OPTAR accounting.
These storekeepers are familiar with fleet accounting procedures (NAVSO
P-3013), but normally are not familiar with shore accounting procedures.
Additionally, in order for the SRF tb order materials using the MILSTRTP
system, the SRF must have an ectablished Unit Tdentification Code (UIC).
During the exercise the SRF support activity, NOF Port Gaston, ordered all

SRF.requirements using their UIC. 1In a real world situvation on the SRF
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Supply Officer will need his own UIC to order matcrial independent of 4
supporting military activity. This is especially true if the SRF is
stationed some distance from the closest miljtary activit?.

(2) CONCLUSION: The SR¥ should be funded using NAVSO p-3013
procedures. The SRF ?hould be assigned as UIC.

(3) RECOMMENDATIONS:

(a) CINCLANTFLT fund the SRF using NAVSQ P-3013 procedures.
(b) CINCLANTFLT should request the assignment of a "V" secries
UIC for the COMMAVBASE Norfolk SRF,

c. Administrative Support

(1) COMMENT/DISCUSSION: When incdividual orders were cut ordering

player personnel to'the exercise site, a shore type prnc@dute was used.
CINCLANTFLT required each activity sending personnel to the erercise to cut
orders, To accomplish this end, CINCLAETFLT sent funds to each command to
cover the per diem and transportation costs, This approach was cumbersome
at best. In a real world situation there will not be time to follow this
approach, |

(2) CONCLUSION: A mrre responsive order issuing system must be

estal,lished.

(3) RECOMMENDATION: CINCLANTFLT {asue individual sets of blanket

TAD orders to key pcrsonnel of the SRFs at the start of each fiscal year.
The orders should‘cite CINCLANTFLT Tango numbers. In the vvent of an
sccident, the jndividual members will uvimply activate the orders afrer funds

are provided by CINCLANTFLT.
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d. Trangportation Support

(1) COMMENT/DISCUSSION: During the exercise the SRF Supply Officer

was not reguired to transport perscrnel or material to or from the accidert

site. In a real world situation the SFF or supporting activity supply

officer will hqve transportation requirements. 1In order to fund these
transportation requirements and control the expenditure of accident funds,
the assignment of a unique CINCLANTFLT Transportation hAccount Coaé (TAC) is
reauired,

{2) CONCLUSIOM: The SRI' Supply Officer must have eccess to a TAC
code, |

(N PECOMHENhATIQEL CTNCLANTFLT should designate a specific TAC
Code to furd accident related material transportation requirements,

e. BRase Camp Facilities

(1) COMMENT/DTSCUSSTON: Bare camp support facilities at the

exercise were outstanding., In a real world situation, should the accident
take place in a location that would require setting up a field camp, the SRF
wortld need te be asugmentsd with perecnnel familiar with constructing a field
camp. The exercise base camp material was mupplied by a Naval Construction
Rattalion LUrit, not the Alir Force as proposred in the NARP,

(2) CONCINSION: The SFF should have a consvruction batta'ion unit
assigned to (enstruct a bhase camp {f the need aricen.

(3)  RECOMMFNDATION: CINCIANTFLT should arsiaqn a Construction

Rattalion Unit the resporeibility ot providina the required material and

peracnnel to conscriuat a base support camp,
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f. Disparities between Current Directives and NARP

(1) COMMENT/DISCUSSION: The NARP calls for the support element tc

provide the Accident Response Force with berthing and messing. This is a
correct assignment. However, during the exercise the Food Service Officer
was required to collect mories for the sale of meals to officers and
civilians. In a real world situation collecting money for individual meals
while under field conditions is impractical. Additionally, the probability
that personnel will arrive at the accident site with sufficient fund; to
carry them through an extended period is unlikely. |

(2) CONCLUSIOM: The collection of monies for individual meals is

impractical.

(3) RECOMMENDATION: CINCLANTFLT should authorize personrel

assigned to the accident team to subsist in the mess at no cost to the
individual. The cost of subsistence items should be paid with OgMN funds
vice MPN funds. |
11. Togic: LEGAL AFFAIRS

a, Interagency/Service Cocrdinaticr

(1) COMMENT/DISCUSSION: The officer that attends meetings with

state or other federal agencies must be very aggressive ard alert to pursue
and protect the interests of the Navy. Once the agencies are initially put
on notice that we mean busiress, it is difficult to ke~p the initiative.
(2) CONCLUSION: The foregoing assumes tha*t we are to portray an
organization that mesns business and intends to be aqgressive‘in pus. uit of

what it sees ag the proper thing to do under the circumstances. None nf the




applicable directives make clear how we are to approach the situation as a

matter of philosophy.

(3) RECOMMENDATION: It should be made clear ar a matter of policy

how higher headquarters want the SRF to approach the situation. An
aggressive "can-do"™ attitude is a markedly different matter than a low-key
"we are here to make everyone happy ASAP" attitude.

b. Terminology

(1) COMMENT/DISCUSSION: Attempts‘to‘gnsure that everyone is using
vords in the same meaning will maférially reduce confusion. An example is
the word "casualty.” The term was sometimes used to include cdead and
injured and sometimes to mean only dead.and sometiﬁes to mean only injured.

(2) CONCLUSION: Confusion is the greatest prcblem that can be
solved by prior planning. Ensuring that all terms of art are understood the
same way ahead of time will reduce confusion.

{3) - RECCMMENDATION: Applicable directives should contain terms

and definitions for use by all members of the SRF.
¢. Lines of Communircation

(1) COMMENT/DTSCUSSIOM: Basic lines of communication must be

specifically established between the various elements of the law enforcement
and security community and from the legal office to a central inforwatinn
point. One incident that occurred never materialized intn plav because of a
lack of communications between the Marine guards, NIS, Facility Security,

and the Service Rerponse Force legal office.
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(2) CONCLUS1UL::  Without better coordination between the law

enforcement and security communities, the poten+ial for considerable

embarrassment exists.

(3) RECOMMENDATION: Modify the basic directives to provide for the

creation of Joint Law Center, tc operate much like the Joint Information

Center, which will faciljitate the exchange of information where it is

generated. Therefore, it would be located near the NDA until its collapse,

at which time the JLC would be located at a location convenient to all

member agencies.

d. Interagency/Service Support

(1) COMMENT/DISCUSSICM: As a basic legal team, a claims officer

and the staff Judge Advocate from Commander Naval Base, when added to the

legal staff of the affected facility, comprise a unit having the skills

needed to meet the issues following an accident. Additional officers should

he added based on workload as necessary. Two enlisted members of the pay

grade E-6 or above are basically sufficient with additional personnel a

function of workload.

(2) CONCLUSION: The legal team of the SRF is satisfactory for

initial cperations. Additional officers for claims investjgation will need

to be added based on the judgement of the legal officer as to the number and

complexity of claims to be received.

(3) RECOMMFNDATION: The exercise of judgment by the SPFP legal

officer in this regard should be anticipated by its being noted in the

applicuble directives.
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e. Environmental Law

(1) COMMENT/DISCUSSION: Frvironmental law expertise is required to

permit the SRF legal office to make an éppropriate contribution to thé
effort.

(2) CONCLUSION: Access to environmental law expertise should be-
provided.

(3) RECOMMENDATICN: Environmental law becomes a factor in the

successful prosecutioﬁ of a site restoration plan. Environmental law is not
a discipline normaily pursued by a staff judge advocate in light of the
mission of the Office of the General Cocunsel (0OGC). Authorizatién for
liaison between the Staff Judge Advocate and meﬁbers of the OGC sufficient
to provide legal support in the area of enviroimental law is recommended.

f. Ambiguity

(1) COMMENT/DTSCUSSION: One place where the JAG Manual is not as

clear as it could be is in the secticns that assist one to decide whether a
given situation, about which few facts are known, is one within ;he Federal
T§rt Claims Act or the Military Claims Act.

(2) CONCLUSIOM: C(larification is required in this area which is
 one of policy.

(3) RECOMMENDATICM: Claims issues require considerable discussion

to determire whether to process claims under the Federal Tort Claims Act
(FTCA) or the Military Claims Act (MCA). ©No claim which is payable under
the FTCA can be payed under the MCA, The MCA authorizes advance payments,

while the FTCA does not: so the MCA has a great appeal to a disaster

scenario,
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However, no guidance exists in the JAGMAN to state whether the claims
officer should presume negligence (therefore pay much later under-FTCA) or
lack of negligence (therefore make advance payments under MCA} in a case
where few facts are known and the existence of negligence cannot be
determined pending a lengthy investigation. <he JAGMAN chould tell tne
claims officer whether to apply res ipsa loquitur should it be otherwise
appropriate to the situation.
12, Topic.: SITE RESTORATION

‘a. Interagency/Service Coordination

(1) COMMENT/DISCUSSIOM: A =site restoration task group was formed

on 5 May, D+1, to address this subject area. FEMA assumed the lead in this
group and chaired all of the meetings. The thrée principal players were
FEMA, COV, and Navy. A total of six meetings were held during the next five
days to plan restoration actions and discuss claims procedures. |
(2) CONCLUSIONS:

(a) The site restoration task group was too large to be an
effective working body. The number of attendees varied from 17 to 27
participants plus umpires. Some of the participating agencies had nc direct
input to the group and therefore no requirement to be present. Also some
agencies changed representatives several times; thus hindering continuity in
the planning effort.

{(b) The task group must establish and use to the fullest,
functional area sub-groups with experts in each field. Two such sub-groups

were formed but not frlly utilized. The sub-groups formed were to prepare a
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Radiological Survey Plan and establish cleanup standards. The sub-groups
did not provide written recommendations to the task group with details and
facts. Additional sub-groups could be formed fo~ areas suéh as
environmental considerations, legal aspects, restnration procedures, and
disposal procedures.

(c) Leadership within the task group must bé strong and
directive in nature. |

{3) RECOMMENDATIONS:

(a) Membership of the sife restoration task group be limited to
one or two representatives from the following agencies:
Military Agency (SRF)
FEMA .
‘State and/or local government
DOF./ARG
EPA
. Air Force CDCE
DNA Accident Advisory Team
Other Federal or state agency which owns property affected
by the accident |
Membership must also include at least one health physics or radiological
safety expert tc provide current information on RADCON efforts, plans and
plots.
(b) The site restoration task group must have rurren£ accurate
information on areac and levels of contamination. A single composite source

with information from all survey teams must be established.
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(c) The site restoration task group should advise the

radiological survey coordinator of data needed by the task group to
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accomplish restoration.

%

b. Interagency/Service Support

(1) COMMENT/DISCUSSION: Interagency support is required for the

PR PR R Iy

restoration planning process because many separate agencies provide
radiological survey ddta. The COV response group was very knowledgeable and
helpful in this area but this is likely not to be true from other states.
It has been observed that stateé without nuclear power plants have limited
capability to respond to nuclear accidents. The Army RADCON Team and the
Air Force Contamination Disposal Coordination Elemeﬁt (CDCE) would likely
play a larger role in non-nuclear power states.

(2) CONCLUSION: State Emergency Services Organizations need a
better understanding of the roles and responsibilities of the military

department involved in site restoration.

(3) RECOMMERDATION: CINCLANTFLT provide information to all State

Emergency Service Organizations, in their gergraphical area, on the Navy's
role in nuclear weapons accident/incident scenarios.

c. Decontamination

(1) COMMENT/DISCUSSION: Decontamination procedures were discussed

at great lerqgths by the task group but always in general rather than

specific terms. Two factors precluded determination of specific

decontamination procedures. The dominant factor was a lack of detailed : :

radiological data covering the entire area of contamination. Survey data
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available during the course of the exercise was verv limited ard assumptions
had to be made as to the probable extent of contamination in areas such as
building interiors, exteriors, roofs, etc. Experimentation would be
necessary to determine the effectiveness of various options, i.e., can a
surface be washed or must it be packaged and removed to an approved storage
area. The second factor causing great difficulty is the lack of an
established or agreed upon cleanup standard. What level of radiation
presents an acceptable health risk? Opinions varied between 0.2 microcuries
per scuare meter, advocated hy FPA to 1.0 microcuries per sguare meterx.
Much time was spent debating what survey techniques were necessary to
measure 0.2, 0.6, 1,0 etc. With a background readirg of 0.2 why should
clearup be required to 0,2?

(2) CONCLUSION: The radicleocical survey data lacked credibility.

Everv discuscsion by the experts, and there were many, involved some
¢ivergency of opinion on technical peints such as instrument settings,
instrument capabilities, survey techniques, etc. Some of the credibility
prohlems werr due to the lack of understanding of terminoloqgv by players.

(3) RECOMMENDATTONS:

{a) A cleanup standard in a2 uscable form such as microcuries
per sauare meter must hoe ostablished/adoptcd by the Federal government for
nuae by all conceorned.

(bY n qgrid s?atom covering the entire aren of suspectod

contamination must bhe astablished carlv in the exercise and used to provide

eormon pointy of rofercnen for all survey daba.



deaunibadihatai £ i oo a e g N " o >
: 8 Rk . - e W gy e v

d. Restoration Plan

(1) COMMENT/DISCUSSION: A copy of the draft site restoration

"plan”" developed by the taskvqroup is provided as Attachment 1 to this
section. This document is very éeneral in most respects and is not a
definitive plan with actual decontamination procedures. It is based on
speculation as to radiation levels and describes procedureg used in previous
restoration actions. The e¢nclosed document is probably the best that can be
expected from an ad hoc cormittee operating under emergency field

conditions.
{2) CONCLUSION: A rore realistic approach to developing a sive
restoration plan must be tested. The committee approach was not

satisfactory.

(3) RECOMMENDATION: A site restcration plan shculd be prepared by

an engineering firm with more expertise in this area and with assistance
fecom DOE and DNA. If the expertise to prépare such a plan exists within DOE
or some other Federal agency, tha* agency should take the lead in
preparation of a plan. The SRF does not have this capability.

CONSIDERATIONS FOR SITE RESTOPATION OF PORT GASTON, VIRGINI2

PURPOSE :

To address the problems associated with radiological contamination resulting
from the U.S. Navy CH-46 helicopter crash at the Port Gaston Naval Ordnance
Pacility on May 5, 1983, and the ensuing detonation of the high explosive

portion of a nuclear weapon being carried by that helicopter.
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SCOPE OF PLAN:

This plan addresses all land and facilities which have received radiolcogical
contamination as a result of the crash on fay 3, 1983, in the area of Port
Gaston, VA,

This plan addresses actions to clean up or otherwise prevent health hazards
to the citizers of Port Gaston, VA. These gctions include measures brought
to bear due to the contamination of the air, soil, water, vegetation,
livestock and other animal life, buildirgs, food production facilities, etc.
This plan includes provisions for the long-term mohitoring of the air, =o0il,
water, and locally produced focodstuffs by the U.S. Envirconmental Protection.
Agency. Actions under this plan reguire compliance with the provisiors of
NEPA. This plan does not address the resolution of any legal claims from
citizens of Port Gaston for personal injury, financial losses, etc.

CURRENT STATUS:

All casualties resulting from the crash;and other causes were ideﬁtified ard
removed from the site as quickly as possible consistent with the safety of
emergency response personnel.

The National Defense Area, estahlished by the Navy On-Scene Commander
following the crash, has been dissolved, and control of this area has been
returned to state and local authcrities.

The contaminated area has been idenrntified. More sensitive instruments,
which require more time- consuming methuds. will be emploved to more

precisely define this boundary. 2An air monitoring program has been
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initiated and will continue to be used to safequard the health and safety of
workers during the recovery program, as well ac future occupants of the
area.

RESTORATION ACTIONS:

1. Decontamination will be accomplished in two thases. Phase one, initial
decontaﬁination,'which will encompass.approximately 33 acres and 100
bﬁildings. will involve decontamination of all areas which have radiation
readings of 20 microcuries per square meter or higher. Decontamination
actions include:

a. Construction of earth dams at the confluence of surface drainage
featuxes'to create settlement basins.

b. Removal of topceoil and surface vegetation to a depth of about six
inches, or to greater depth if required to achieve radiation readings less
than 20 microcuries per square weter. 'The estimated quantity of soil is
28,000 cubic vyards.

¢. Remove and shred all vege:iation.

d. Scrub and wet vatuum all paved surfaces.

e. Wash exterior walls of all buildings.

f. Fix ccntamination on roofs.

g. Decontaminate and remove all personal property with a value greater
that $300.00 which can be decontaminated. Displaced citizens will be
requested to provide an inventory of household items meetirng the above
criteria. This will irclude items such as cars, boats, and television sets.

Personal items of great sentimental value will be considered on a case by
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case basis. It should be noted that the extent of contamination may

~deterzine which items may be retrieved.

2, The Department of Energy is taking the lead on locating an appropriate
disposal/long range storage site, and is arrangine for utilization of tha;
site. Identificaticr of a disposul site will be made by May 17, 1983,
3. Phaﬁe two, long term clearup, which encompasses an additional 20 to 30
acres and aporoximately 100 additional houses, will involve decontamination
of all areas having radiation readings above a reading 0.2 or 0.6 |
microcurips per square neter. The exact value will be consistent with
capabilities of monitoring eaquipment., Extensive additicnal surveys are
necessar, to define the extent of the 0.2 and/or 0.6 microcuries per square
meter isopleths. The time frame for accumplishment of these surveys is not
yet available. DPhase two will employ the same decontamination procedurcs
with two notable -~dditions:

a. All roofs will ke removed and replaced.

b, The interiors of all buildings muet also be surveyed in detajl and
decontaminated as necessary.
4, An alternative to decontamination of individual houses would he
acquisition by the Navy of the entire area to be decontaminated and all
structures thereon. This opticn could involve demolition ard removal of all
buildinags to an approved storaqe area rather than attemptinq to
decontaminyte them., The weather and wind conditions at the time of the
accident have probably resulted in extensive contamination within many

buildings,
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S. A detailed comparison of the alternative Phase Two costs is beyond the

capabilities of the site rectoration planners. Purchase of the property by
vthe Navy for uses other than residential, i{.e., less than full time
habitation, would, based on.current legislation, reduce the recquirement for
long term monitoring and preclude the potential fér future claims against
the government. This course of action may therefore bf attractive.

6. The.Navy will prepare an Environmen£a1 Assessment in accordsnce with the
National Environmental Policy Act for cubmission and review by all
concerned, LANTNAVFACENGCOM cetimates 3 to S months for preparation of ;n
Environmental Assessment and 9 to 18 months for an Environmentil Impact
Statement, |

7. The CNO will coordinate action with the Council on Environmertal Quality
to obtain authorization to proceed with the initial decontamination phase
prior to filing of an Enviroﬂn—ntal Arscgsment, |

‘8. The recurmendatiocns in this plan will be reviewed by higher authorities
‘1n all concerned agencies. This review process will include public hearinga

for input by private citizens.
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APPENDIX 3 TO ANNEX A TO JOINT DOD/DOE/FEMA VOLUME II AFTER ACTION REPORT

COMMANDER IN CHIEF, U.S. ATLANTIC FLEET (CINCLANTFLT) AFTFR ACTION REPORT
LESSONS LEARNED

1. COMMAND AND CONTROL

a. Topic: Public Affairs

(1) COMMENT/DISCUSSION: Early relcase of information in

coordination with State officiale considered mandatory. Confirmation of
nuclear weapons by initial OSC to State and the press at the carliest time
is essential if public is to be properly informed and protected. Truth is
ensential to maintain credibility.
2. LEGAL AFFAIRS

a, Topic: National Defense Area (NDA)

(1) COMMENT/DISCUSSION:

(a) We need to romedy without delay the current lack of
specific law (statute, Executive Order, U.S. Attorney General opinion) for
NDA's outside Federal installations. Exercise play in 1981 and 1983 has
unequivocally established this serious deficiency and we should take care of
it before 2 real-life situation occurs.

b, Topic: Claims

(1) CCOMMENT/DISCUSSION: Advance payment for claims js not

definjitively established by Navy directives. Even though other relief
agencies can help out in time of personal Joss from disaster, provision
should be made by Navy to make advance payments upon a proper showing. 1In
the case of a nuclear weapon accident (or other incident resulting from a
Navy instrumentality) the Navy has a moral obligation for prompt financial
help, and the public rclations aspects of advance payments could be very

bereficial.
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ANNEX 8 TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION REPORT
ARMY AFTER ACTION REPORT LESSONS LEARNED

1. This annex contains comments submitted by the Army Radioclogical Control
Team (RADCON) on {NUWAX-83,

2. COMMENTS: The RADCON Team arrived on site approximately 12 hours after
rotification of the BROKEN ARROW. The On-~Scene Comnander (0SC) was briefed

by the RADCON Tearm Leader as to resources and capabilities. The following

day attempts were made to inteqgrate the Army RADCON Team (RT) into the

|

overall radiological control activities of the exercise, but there was no

designated.indiviJuAI who controlled or directed those activities,

Therrnfore, the RT developed a plan to conduct the initial ground survey

which was subsequently briefed to the 0SC, and received his approval for 1t
i
to be conducted oﬁce the EOD activities had been completed. The RT

I

procedural doctriqe states that the BT will NOT perfcrm surveys inside the

|
safe keep-out disﬁance for the known weapons or a 610 meter radius circle of

|
an unknown weaponfuntil those weapons have been rendered safe. This

|
particular restridtion on RT activities needs to be re-evaluated and a new

philosophy of EOD/PT efforts must be investigated, The point of such a

re-evaluation vouﬂd be to reduce the time to obtain data on the extent of
|
the contaminaticn}patrern. Perhaps a detailed coordination of combined
EOD/RT efforts wodld allow the determination of such information while
; |

|
minimizing any hazard to RT personnel. UDCuring the afterncon of 6 May 83
before the weaponi were actually rendered safe, they were administratively

agsumed safe so that the RT could perform two specific missions, one of

o

i

—
3 A o




which was to lccate a radiologically clean area adjacent to one weapon for

the FOD to perform some of their operations. It should be pointed out that

- had that been a real situation, the RT would not have performed those

mi#sions until the weapons were actually safe. However, the RT recognizes
the need to perform radiological surveys during tﬁe extended time for weapon
safing and, therefore, recormend that a new philosophy of EOD/RT efforts be
investigated. |

On 7 May 83, the initial ground survey mission was accomplished.
However, because of the extent of the contamination, the eastern most limit
of the contamination was not defined on this initial mission. Results of

the survey were hriefed to the 0SC, and RT recommendations for follow-on

missions were also made to the 0SC who promptly'apptoved them, Two things

should be pointed out at this time:

(1) By this time, a single poigt-of—contact had been estabhlished for
radioloqical operations but there was still no integrated coordination among
the various agenciest this was done on an individual basis,

(2) The initial ground survey plan was developed based on the data
supplied by the Aerial Measurement System (ANMT) which was extremely useful
for planning purposes. However, because of the nature of the contamination
pattern and the capabilities of rhe AMS, the AMS did not indicate the extent
of the contamination in the easterly direction. Therefore, it is
recommended that the AMS be counsidered as an extremely useful technique but
should not be considered a substitute for the ground survey,

As the exercise progressed and the radiological surveys proceeded according




to the RT developed plan , the interaction of the various radiological
agencies became more organized.with evening meetings being held to discuss
daily results and the following day's activities. It became evident froﬁ
both the individual agency interactions and the group discussions that there
is a strong need to.establish coordinated activities of the DOD/DOE/FEMA/
STATE (where practical) emergency teams relative to instrumentation,
calibration techniques and operational procedures. Although all the
Agencies used the required calibration procedures and there was agreement of
the results obtained by the various agencies, there was an artificiality to
calibration procedure (as a result of the simulant) that would not have
existed if the contaminant was real Pu. The BRL intends to indicate a
seminar (or series of seminars, if necessary) to develop, at least, DOD/DOE
agreed upon radiological procedures. The development and publishing of such
prﬁceduzes would ;lloy their implementation on a common basis by all
radiological response organizations. By the timé the exercige was
terminatéd. the radioloqicil working group was an active and coordinated
one.

It became Qpparent that, at least from the Rf point of view, that the
play was dcminaéed by the DCD and DOE elements with little interaction of
the FEMA or the state taking place.

It is felt that_future exercise should allow these latter two
organizations to play stronger roles, Also, it is strongly recommended the
NARP be modified and adopted by DOD, DOE, and FEMA. It is recognized that
the NARP i3 a dynamic document, continually being changed to reflect the

lessons learned through the NUWAX evenis; nevertheless, such a éublished
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accepted document provides the necessary information to all agencies as to

¢

3
4
1
4

how they will fit into the accident response organizatiop, how they will
function, who they will be responsible to and what they can expect in the
way of support. |

Perhaps a way to streamline the implementation of the NARP organization
and procedures would be to establish a professional cadre of éxperts in the
various areas reéuired to field an effective responsive force. These
individuals would constitute the 0SC's staff for their respective areas.
This approach would assure that no matter what the location or situation for
an accident, there would always be the best qualified éeople available to
direct fhe necessary operations.

A few final comments relative to RT operations are:

(1) The movement of the RT laboratory trailer from the A&E building to

the hof line was handled extremely efficiently and quickly as was the

necessary generator and power connection operations.

(2) The RT FIDLERS were all equipped with Ludlum model No.2220
electronic packages which proved to be trouble-free (zg?o failufes were
experienced and high voltage drift was essentially non-existent), extremely
easy to electronically and radiologically calibrate, and its digital
read-out eliminates the uncertainty that accompanies the interpretation of
dual logarithmic scale of the PRM-5,

(3) In a prolcnged operation, which would probably be the case for a
real accident, it is clear that additional manpower wculd be required to

continue “o accomplish necessary radiological operations. Even though the
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exercise lasted only 5 days (RT participation), it was clear from the

intensity of the radiological missions that even the younger team members
were showing signs of fatigque. For a real accident situation, con-ideration
will need to be given tg fotating or replacing teams on a regular basis.

(4) The RT laboratory trailer is a necessity at an accident location.
The instrumentation available in the trailer provides for gamma spectral
analysis, liquid scintillatioﬁ counter (for monitoring swipes) and several
proportional counters. The data obtainable from these instruments would be
critical inputs for the development of a site restoration plan, and would

provide data necessary to confirm the type and level of contamination.




ANNEX C TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME 11 AFTER ACTION REPORT

AIR FORCE AFTER ACTION REPORT LESSONS LEARNED

This annex contains comments submitted by two Air Force Agencies. Appendix
1 is a comment by the Air Force Air Transportable RADIAC Package (ATRAP) and
Appendix 2 consists of comments by the Air Force Contamination Disposal

Coorcdinating Element (CDCE).
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APPENDIX 1 TU ANNEX C TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION

REPORT

AIR FORCE AIR TRANSPORTABLE RADIAC PACKAGE (ATRAP) AFTER ACTION REPORT

LESSONS LEARNED

Radiological Safety and Control
Topic: Equipment Deficiencies

‘1) COMMENT/DISCUSSION: The Alpha Detectors (Model AN/PDR 56) used

curing the exercises were found to contain a design deficiency. The cable
assemblies on the radiac sets were found to be picking up unwanted radio
interference causing erroneocus readings on the meter.

(2) CONCLUSION: . The Government (Navy) specification used in the
manufacture of the AN/PDR 56 Sets did not require all wire conductors to be
shielded. The present cables contain five wire conductors, two shielded and
threé unshielded. The lack of shielding on the remaining wires allows the
radio interference at 145.000 MHZ and at higher frcauencies. ATRAP
personnel modified one of the radiac sets by installing a shielded cable and

_the problem disappeared.

{3) RECOMMENDATION: The radiac sets should be modified to contain

shielded cables. NOTE: Mr. Moore, USAF Item Manager at Kelly AFB, Texas,
has already been notified of the problem and is in the process of initiating

a work order for testing of a new cable assembly to use with the AN/PDR 56

Sets.
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APPENDIX 2 TO ANNEX C TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION

. REPORT
AIR FORCE CCNTAMINATION DISPOSAL COORDINATING ELEMENT (CDCE) AFTER ACTION

REPORT LESSONS LEARNED

1. COMMAND AND CONTROL

a. Topic: Interagency/Service Coordination

(1) COMMENT/DISCUSSICN: Difficulty was experienced by the CDCE

during the first 24~48 hours in obtaining information reqgarding the accident
situation, who was in charge of site restoration, and meeting timés of key
working groups.

(2) CONCLUSION: Improvements in communication between respondinc
agencies is necessary to insure effective response and maximum use of

resources.

(3) RECOMMENDATIONS:

(a) Organize and annource a location ﬁo brief arriving support
teams on actions and situations as soon as possible.
{(b} Status board —‘Post all locations and times of meetings.
(c) OP2 Bulletin Board - List key organizations and personnel.
b. Topic: Disparities Between Current Directives and NARP

(1) COMMENT/DISCUSSION: Paragraph 15-4b(2) of the NAFP identifies

the USAF CDCE as having specialized training in contamination disposal. The
definition is misleading and could cause a reader to understand that the
CDCE is a specially equipped team capable of actual site restoration. This
is not the case. The CDCE is capable of providing civil engincering
advice/quidance, arranging for USAF Special Assignment Airlift Missions

(sAAMs) and identifying various containers for contaminated materials. The




words "specially trained" should be deleted.

2. LOGISTICS AND SERVICE SUPPORT

a. Topic: Transportation Support

(1) COMMENT/DISCUSSION: Transport of recovered'weapons/components

was performed by simulated DOE Safe Secure Trailers. The‘CDCE offered C-141
SAAM support on two separate occasions; on both occasions the support was
declined.

(2) CONCLUSION: In the rezal world situation the public-attention
and maximum weapon exposure caused by shipping damaged wéapons across nine
states (VA to Amarillo, TX) by truck could be easily averted by a 4~hour
flight by C-i41.

(3) RECOMMENDATION: Post-accident movements of weapons and

components should be accomplished by the safest and most expeditious manner

to insure security of the weapons/components and minimize public exposure.
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ANNEX D TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION REPORT
DEPARTMENT OF ENERGY (DOE) AFTER ACTION REPORT LESSONS LEARNED

1. This annex contains comments submitted by the Departnent of Energy (DOE)

on NUWAX-83.

2. Appendix 1 consists of comments submitted by the Senior Site Restoration
Unpire and thie NUWAX-83 Site Restoration Plan.
a, Topic. Weapons Recovery - Materials/Components Identification

(1) COMMENT/DISCUSSION: Identification and proper disposal of

damaged nuclear weapons and essociated deliverxry system debris/component
parts at an accident site is necessary for several reasons: (1) to assure
that all hazardous materials/components are secured as a part of accidental
termination process, (2) to assure that materials/components which are
classified for national security purposes are recovered and protected, (3)
to facilitate return of real property contained in the secured area from
national government coantrol to original agency control by assuring that all
government property has been removed. Because accidents are fundamentally
problematical by nature, conditions of materials/components cannot be
predicted in advance. On site identification is complicated by the

often difficult field enviromment in the contaminated area (e.g., with

protective masks and clothing) and a reasonably controlled environment is
critical for accurate determinations.
(2) CONCLUSION: Accurate identification of weapon ﬁaterials/
‘fomponents after their exposure to extreme environmental insults attendant
o accidents, requires a thorouah knowledge of design details of the K

specific items involved. This in practice requires participation by DOE
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weapons decign laboratories' personnel,.

(3) RECOMMENDATION: Qualified DOE weapons design laboratories'

personnel should be available just outside of the "hot line" to advise DOD
search team personnel on identification of materials/components when they
encounter unclear evidence and request aid.

b. Topic: Weapons Reccvery Repcrting - Use of Accurate Terminology

(1) COMMENT/DISCUSSICN: Use of technically accurate terminology ir
messages which describe nuclear weapons hard@are or operationé during
accident recovery is essential té avoid potentially serious
misinterpretatiéns or misleading information in message traffic to and from
the field operations. Terminoloéy used in the EOD and health physics‘
communities, which has become highly standardized cver the years and is
contained in applicable DOD/DOE Joint Nuclear Weapons Publication Svstem
documents, is espec1ally‘critical. To illustrate, the rotion of "safing”
vcan apply to the earliest action taken to stabilize the accident by insuring
that no source of active electrical power is available to the weapcns'
electrical subsystem or just to wait a prescribed period ( the éorrect tevm
is Emergency Procedures), the subsequent action to assure that the nuclear
weapon 1s in the prescribed electrically safe condition (the correct term is
Render Safe procedure (RSP) of the Nuclear System is complete), and tn the
final actions which prepare the damaged weapon for shipment to a disposal
site (the correct term is Continuation of RSP is complete}. The proposed
term could have been ambiguous; for example, implying that the weapons high
explosive subsystem had been.intentionally detonated at a single point. It

could be taken to mean completion of RSP for the Nuclear System. Sfimilarly,

b ik




a message from the field correctly reported "high order detonation” of
weapon - - a term which refers to response of the weapdn's high expleosive
only.

Persons not familiar with this usage viewed the accident event as a "low
order detonation," since there was no significant nuclear contribution to
tﬁe HE yield. Depending on the specific nuclear weapon ﬁype involved, the
distinction between high and low order HE Detonation is.critical to correct
eétimation of the details of Plutonium disposal.

d (g) CONCLUSION: Use of technically zorrect terms in message

; t?affic i; essential to the avoidance ¢f misunderstandings which can lead to
;qgﬁpletely erroneous conclusions.

3
¢ (3) RECOMMENDATION: All mecsages leaving and entering the field

operations center should be screened for technical accuracy by a
5

wéapons knowledgeable specialist on the DOE/ARG

[aal

Teamn.
c. Topic: Assessment of Weapons Status - Recording Data

(1) COMMENT/DISCUSSION: Of vital imporiance in an accident

situaticn is the initial assessment of the condition ¢f the weapons by the
advance reconnaissance team. Personnel may be under the pressures of
erking in a high radiation environment, public view or a variety of cther
things. It is very difficult to assess the overall picture and keep all of
phe facts memorized urtil much 1aﬁer when thé reporting is dene. We fourd
fhat many of us had concentrated on the same obvious problems and had
Pverlooked other information.

(2) COMCLUSION: Relying upon memery or trying to take written
nofes while in "anti-C" cleothing is very inefficient. A better wav of

managing this early information is needed.



(3) RECOMMENDATIONM: That the ARG Team procure cameras and some

type of tape recording gear to record the accident field data. A team

member should then be trained to inspect the unit and objectively describe

evervthing he sees for future analysis., This procedure would be

particularly good for documenting serial numbers and other stenciled data.
d. Topic: EOD Render Safe Procedures - Radiographic Capabilities.

(1) COMMFNT/DISCUSSION. EOD manuals are written to cover various

degrees of Render Safe Procedures (RSP), depending up§n the condition of the
weapon. They do not, nor should they try to, address in a general way all
of the special cases where high explonivesv(or other critical components)
may be damaged, An impo;tant tool in analyzing the extent of damage is
radiography. Radioqraphy techniques, in the hands of trained perscnnel with
iqtimate knowledqs of the weapons designs, can be a very sffective tool for
determining the safest method of performing RSP.

(2) CONCLUSION: It is important that DOU EOD teams are made aware
of the radiographic capabilitiﬁs that are pocsessed by the ARG elements,

(3) RECOMMENDATION: That future revision of the EOD manuals
include a description of the radingraphic capabilities of the ARG tcam-‘and
a description of how these agsets may be used to diagnose ;ccidcnt caused
damage,

e. Topic. MARAC - Availability and Use of ARAC Data and Capabilities.

(1) COMMENT/DISCUSSICN: ARAC {involvement went well and provided

very useful information both on the extent and magnitude of the accidsnt

contamination. ARAC coordinated weather data provided on~site weather

D-4




" statior data (via USWB-Las Veaas) and performed surface and upper air
measurement. The Navy also provided upper air data. The coordination of
kcoilected‘field radiation contamination data so that it is certralized, and
available to all, needs to‘be better coordinated. Considerablé confusion
existed as to ;haring and centralizing of radiation field survey data.
iHowever, the standardized use of common units, microcuries of plutonium per
square meter, eliminated any possibility of units confusion for comparison
purposes. |
(2) CONCLUSION: There still appears to be confusion among various
agencies; military, state, and Federal as to the resources available to them
through ARAC. As a result, ARAC was not 4as fully utilized initially (after
arriving on the scene) as it could have been. However, after ARAC plots and
services were made avajilable to the various agencies, ARAC was called upon
to supply considerable supplemental information, such as the fixing of
deposited material to reduce resuspension, dose estimates to personnel dﬁe
to resuspension, magnitude of cleanup effort, etc., and were often
approached directly by the Navy on a one~tu-one basis for advice. Overall,
this aspect of the exercise went well, considerably better than NUWAX-81
where there were extensive prohlems, and confusion, with radiological units.

(3) RECOMMEMNDATICN: Provide, through applicable nuclear weapon

accidert manuals and training, increased information on the full range of

ARAC capabilities,

o Hoee 5

o




f. Topic: Explosives Ordnance Detachment (EOD) - Operations

(1) COMMENT/DISCUSSION: EOD procedures were generally adequate and

well executed. Clese working relations between Livermore and Los Alamos
scientists and the FOD team were developed. 1In addition, equipment and
communications were shéred as needed. However, during the exercise, a
series of steps taken by the EOD were questioned by the Livermore weapons
team. Of particular note, Livermore suggested additional séfety prec;utions
involving flushing an inlet area with an inert gas before performing a
ruclear safety assessment,

(2) COMCLUSION: Procedures guverning EOD operations could be
improved. In particular, EOD manuals for line item 87 nez2d revisions to
clarify procedurés and add appropriate precautionary items. This could be
accomplished bv a joint EOD/DOE laboratory task force.

{(3) RECOMMENDATION: Recommend DOE review the current method for

determining the safe condition of a line item 87 unit. and revise EOD manuals
as appropriate. Include a high explosives expert as part of the DOE/ARG
laboratory response element,

8. Radiological Safety/Environmental Monitoring

a. Topic: Health Physics Management

(1) COMMENT/DISCUSSION: (n D-day, the On-scene Commander requested

radiological support from Service assets. Also on-scene on D-day were a
number of civilian agercy assets, requested by the State. The On-scene
Commander's Radiation Health Officer and the DOE Off{site Technical Director

(OSTD) met on the evening of D-day to develnp a management plan to
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coordinate all of the assets. The plan was announced on the morning of D+1
éo representatives from USEPA, Center for Disease Control (CDC), FEMA,
OEHI (USAF), AFRAT, RAMT, Commonwealth of Virginia, DOE/RAP, On-scene
Commander's staff, and DOE/ARG. The management/coordination of field
actijvities was assigned to the DOE/RAFP team. Data Base manageﬁent was
assigned to the Virginia EOC. Later,‘a team Qas established to provide data
analysis and evaluation. Despite this planning and organizational effort,
the radiqlogical/environmental monitoring resources did not coordinate well
until late in D+2. The press of weapons play appeared to overshadow the
radiological/environmental issues in NUWAX-83, and in fact play ended when
the damaged weapons were packaged and éhipped.

(2) .CONCLUSION§:

(a) Service ard civiliar radiological/envirormental monitoring
resources came to NUWAX-83 with strong internal allegiances and fixed
charters which took some time to restructure and coordirate into an
appropriate response unit for NUWAX-83. The off site radiological/environ—
mental monitoring coordihation role assigned to the DOE by 44CFR351 and
implemented in the Federal Radiological Monitoring and Assessment Plan
(FRMAP) had not been coordinated with other Fedéral agercies or the State.
The distinction hetween "on-site” and "off-site" in a nuclear weapon
" accident is prcbably inappropriate because with the disestablishment of the
National Defense Area, the total accident site becomes "off-gite."
Coordination between the Nuclear Weapon Accident Reéponse Plan (NARP) arnd

the FRMAP on this point is needed. Early planning and a strong command
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structure to efficiently use the responding organizations' capabilities is

necessary. Colocation of the Joint Radiological Control Cenfer (prescribed
by the NARP) and the Federal Radiological Monitoring and Assessment Center,
FRMAC, (prescribed by the FRMAP) was successfully accomplished during
NUWAX-83., Location of the FRMAC within a controlled access area was
advantageous.

(b) With the packaging of the damaged weapons and components
andlthe disestablishment of the NDA, the weapons related constituency of the
ARG prepared to depart Port Gaston. At this point, the scope of ARG
responsibilities shifted to concentrate primarily on technical
support/coordination of the radiological/environmental monitoring program.

A parallel shift probably should occur at DOE/HQs, with EP assuming
subsequent responsibility for continued coordination of DOE actions at the
HQs level. The rationale, procedures, and strategies for these éhifts have
not been defined. ‘The resources needed by the OSTD are differen£ from those
deployéd in Quppott of the EOD effort. In fact, the standard ARG deployment:
is inadequate to suppqrt the DOE's obligations under the FRMAP. As noted
under subtopic (b), some technical deficiencies arose pecause §f a lack of
expert technical support. Although the LLNL HOTSPOT team did an outstanding
job, there was too much for that team to do. Staffing of the FRMAC with
individvals from the various radiation teams may not be the best

approach - - an all DOE staff is worthy of further consideration. It is
concluded that DOE should be prepared to support the FRMAC with a team of at
leagt six individuals reporting to the DOE/OSTD to manage the off site

radiological/environmental monitoring and assessment program.
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‘(c) DOE was never tasked by FEMA, in accordance with the
FRMAP, to coordinate the offsite radiological monitoring and assessment
program during NUWAX-83, 4The DOE/OSTD recoénized the lack of organization
in the NUWAX-83 radiological monitoring and assessment program, and
proceeded to establish the FRMAC as a mechanism for task management. The

NUWAX~83 radiclogical/environmental monitoring program under FRMAC was

established to:

1 Assist the on-scene commander in accounting for any I : i
radiocactive m;terial dispersed in the accident. This is needed to assure
that no large, classified shapes of nuclear material remain accessible to
meﬁbers of the publi; after disestablishment of the NDA.

3' Assist the on-scene commander in preparing a éite
iestoration plan.

3 Assist the public health agencies in taking appropriate
protective actions. |

4 Pfovide the basis for a long-term environmental
monitoring program.

(d) To achieve these objectives fhe DOE/OSTD established the
FRMAC with the following functiénal areas and task management
responsibilities:

1 Data collection (field measurement proqram - responsible
for planning and coordinating the total data collection program including in
situ radiation measurements, water sampling, air sampliny, and biological ;
sampling and analysis.

2 Data base management - responsible for receiving,

collating, sorting, displaying, and checking field measurement data.
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3 Data evaluation and assessment - responsible for
reviewing data base for internal consistency, recommending quality control
measures, performing evaluations and syntheses on the data base, and
recoﬁmending appropriqte actions regarding any aspect of the public heaith
and environmental situation.

(3) RECOMMENDATIONS:

(a) Revise the NARP and the FRMAP to assure a coordinated
military, Federal civilian, and state response to radiological emergencies.
Include the following:

1 Implementation of FRMAP requirements in the NARP, and

vice versa, as applicable.
2 De-emphasis of "on site"” and "off site” distinctions
to assure completeness and continuity in radiological/environmental

monitoring program.

3 Colocation of military, Federal civilian, and
state/local radiologica;/environmental monitoring operations centers in a
controlle’ access area.

4 Objectives and basic outline of
radiological/environmental monitoring plan to serve as basis for detailed
plan that would be developed for each accident situation.

(b) All radiological/environmental monitoring organizations
respondin: to an accident site must report to the joint

radiological/environmental monitoring operations center for coordination ard

instructions.
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(c) Accident respcnse organizations should review their
|
charters to assure that there is adequate flexibility to allow rapid

coordination with health physics management planning and structure at the

scene of an accident.

\
(d) DOE should develop a FRMAC team deployment plan,
|
independent of, but coordirated with the Albuquerque ARG. A task management
' |

]
and staffing plan for the FRMAC team should be ‘included. The task .

management plan developed for NUWAX-83 is reco@mended for implementation by
|

1
the DOE. The FRMAC team should include several expert advisers, such as a
|

REAC/TS member, and an environmental scientisti In describing the function

of the DOE/OSTD, the word "coordinate" should He replaced by "manage."
|
b. Topic: Radiation Measurements - Equipment Requirements/Capabilities
|
(1) COMMENTS/DISCUSSION: '

{a) Instrument calibration. The primary instrument used for

assessing the deposition of weapons plutonium on soils in situ is the
FIDLER. It was recognized eariy on that in order to merqge all FIDIL.ER data
into a common data base, it would be necessary‘to calibrate all instruments
to a standard radiation source. The FIDLER instruments brought to NUWAX-83
by the various responding radiation teams were:not intercalibrated.

(b) Locati:rg measurements. In order to translate in situ

radiation measurements into radiation isopleths, it is necessary to
establish the exact location of each measurement on a map of the
contaminated area. Mos. of the teams that came to NUWAX-83 were not
properly equipped to fix the location of each field measurement. Some

valuable time was lost in trying to verify previous mcasurements.,
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(c) The AMS product. The radiation teams that responded to

NUWAX-83 generally were cacght up in the rush to make field measurements and

took no time to critically assess the AMS produét and the limitations both

in resolution and sensitivity of the AMS detector/analyzer system. As a

result, most ieams were misled into thinking that the extent of tﬁe AMS

isopleths accurately represented the "footprint® deposited on the ground.
(2) CONCLUSIONS:

(a) Instrument calibration. The LLNL HOTSPOT response element

recognized the need for intercalibration of FIDLER instruments and
encouraged all teams to bring their instruments to the HOTSPOT laboratorf
where an intercalibration fixture with a Standard Am-241 source was
available. Use of this service also was recommended during the nightly
health physics meetings, and all teams ultimately took advantage of it.

(b) Locating measurements. Only the U.S. Army RADCON team

came prepared Qith surveying equipment (transits) and stakes so that
measurement locations could be accurately fixed and marked. The other
radiation teams were forced to rely on existing roads or on compass headings
which provide only an approximate location fix. The availabilty of laser
rangefinding equipment was judged to be essential to an adequate field
measurement program.

(c) The AMS product. Although a representative from EG&G

presented a discussion of the product and the parameters associated with its
preparation, too little critical review of the representation made by the

AMS isopleths was made. It should be noted that the LLNL ARC product
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(Calculation 3) was a more accurate representation of the "footprint." Most
teams regarded the aerial photos (minus the isopleths) provided by EG&G as
essential data for conducting ground surveys.

(3) RECOMMENDATIONS:

(a) Instrumen’. calibration: All radiation teams should
establish and use a common .rstrument intercalibration service before
beginning a field measurement program.

(b) Locating measurements: Each field radiation measurement

team should be equipped with locatidn fixing and marking equipment. A laser
rangefinder is recommended. The LLNL HOTSPOT team suggested fhat, in rough
terrain where straight-line sighting along the ground is impractical,
tethéred balloons be iocated to provide reference fixes.

(c}) The AMS product: for plutonium dispersion accidents, the

ARAC fallout product is probably a more accurate represeptation of ground
depositions, particularly‘in the downrange areas, fhan is the AMS isopleth
map. Accordingly, it is recommended that the AMS product be viewed
critically in plutonium dispersion accidents, and that its chief use should
be to confirm the orientation of the "footprint® ("which way did it go") and
to estimate surface radioactivity concentrations close to the source;

(d) Artificiality of NUWAX-83: All field radiation

measurement teams should be reminded that an actual plutonium dispersion
accident would leave a footprint on the crder of 12-15 km in length under

the meteorological conditiors defined for the NUWAX-83 scenario.
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: (e) The AMS mission: EG&G should consider providing aerial

photus with a UTM grid superimposed to the on-scene commander as early as
possible to facilitate the early identificaiion of surface features that may
need prompt attention (residences, water courses, etc.) and to aid in the
early development of ground survey and environmental monitoring programs.
'The EG&G' capability is outstanding, and should be deploved promptly.

(f) Overlay of ARAC isopleths: Consideration should be given

to providing aerial photos with A2RAC-generated isopleths superimposed to the

on-scene commander in a plutonium dispersion accident.

(g) Use of LLIL ARAC and HOTSPCT: These DOE assets provided

ocutstanding service, and early deployment is highly recommended.
c. Topic: Radiation Measurements - Radiological Safety/Envirormental
Monitoring Program

~{1) COMMENTS/DISCUSSION:

(a) Air sampling program. A comprehensive, systematic air

sampling program was not established during NUWAX-83. The air sampling that

was accomplished was sporadic, lacked quality control, was not quantitative,

and the data lacked corrections for burial losses and background. j

(b) Use of contamination fixative. Early in NUWAX-83, the DOE

resisted using contamination-fixing agents because the existing air sample

data indicated only background activity and because relatively mild
meteorological conditions prevailed. Use of fixing agents is recommended by

the NARP. Also, the LLNL HOTSPOT team presented calculations obtained from

their resuspension model that predicted significant downwind airborrie
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activity and inhalation doses for individuals in the resuspension plume,
even under the prevailing mild weather. Accordingly, DOE subsequently
concurrxed in the application of a contamination fixative, albeit with strong
misgi;ings.

c¢. REAC/TS deployment. REAC/TS provided a valuable service by

assuring appropriate measures were taken to protect the health of
potentially exposed individuals.
{(2) CONCLUS10NS:

(a) Air sampling program. Air is the primary exposure pathway

following a plutonium dispersion accident. A measurement program to
quantify the radioactive material in this pathway deserves as much attention
as the in situ soil contamination measurement program.

(b) Use of contamination fixative. The relative benefits of

applying fixative as a matter of course are not clear. In some cases, use
of an oil-based fixative could complicate future actions. For example,
decontamination of structures could be made more difficult if fixatives were
applied. Waste and residue disposal also presents a potential problem.
Hydrocarbon materials (oils) in intimate contact with alpha-particle-
emitting materials undergo radiolytic decomposition. This process generates
hydfogen and other gases which can pressurize waste storage containers. A
research program is needed to establish early resuspension factors in
various meteorological conditions for various surface conditions so that the
value of applying fixatives can be addressed. Secondly, that program should

identify and recommend fixatives nore appropriate for specific applications.
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(c) REAC/TS deployment. REAC/Ts is a resource needed by the

DOE/OSTD as a part of the FRMAC team, and should be deployed with the FRMAC
team.
(3) RECOMMENDATIQEE:

(a) The DOE/OSTD, as direcfor of the FRMAC, should assure that
a comprehensive air sampling program, with appropriate quality control, is.
established prqmptly. | |

(b) The DOE should task SNLA to develop quantitive dzta on
resuspension and application of fixatives. It is suggested thaf experiments
could be conducted in a wind tunﬁel/containment system using actual
plutonium oxide, particle diameter less than 20 micrometers, deéosited on
various kinds of surfaceé, and disturbed'by air streams having a variety of
flow characteristics.‘

(c) A REAC/TS staff member should be aeployed with the FRMAC
team.

9. COMMAND AND CONTROL

a. Topic: ARG/EOC Communication - ARG Forward Command Post

(1) COMM;NT/DISCUSSION: Although the informal communication
between the ARG and EOD teams at the hot line was very productive and this
type of communication should be encouraged, 7’ would have been useful to
have established a forward ARG command post with communicatiéns back to the

DOE team leaders. This post -ould also serve as a field meeting place for

the ARG team members.
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(2) CONCLUSION: 1In situations where the main DOE ccmmand post is
remote from the accident scene, formal communicatioﬁs are very difficult and
may require that critical time be wasted in conveying messages to keep the
main command post informed.

(3) RECOMMENDATION: In situations where a command post is remote

from the accident site, a formal ARG post should be established near the EOD
teams for the purpose of maintaining vital communications with the DOE team
leader. This should in no way diminish the informal interactions be‘wseen
the ARG and EOD teams at the accident site.

b. Topic: Integration of ARG Assets - Command and Control Procedures

{1) COMMENT/DISCUSSION: Following deployment of the initial ARG

contingent, the ARG is supplemented hy laboratory and other DOE assets, as
required by the dic*ates of the specific accident, and requested through
DOE/JNACC. These assets are dispatched from various, and dispersed, home
stations and arrive by either air or ground transportation, or a combination
of both. As a recult, arrival of assets is, by .nature, staggered. During
NUWAX-83, the ARG was rot always provided estimated times of arrival (ETA)
for the various incoming organizations/assets, cauring some confusion as to
when assets would be available., 7Tn addition, the reporting organizations in
some cases did not know where to report, while others elected not to report
to the ARG-TL as the first order of business upon arrival.

(2) CONCLUSION: The situation descrihbed above i{s one which can

contribute to confision and hamper the ability uf the ARG-TI. to effectively
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integrate and manage DOE assets. Following approval of a request for

call up of a particular asset, DOE/JNACC shculd provide the ARG-TL the ETA
for the asset, 1In additién, the person in charge of the requested asset
should contact the ARG-TL at the earliest possible opportunity. ARG

elements must understand they are under the operational control of the

ARG~TL. I
|

(3) ﬂBCOMMENDATION: Modify the command and control sections of

appropriate manuals to direct that all DOE assets immediately report to the

ARG-TL upcn aJrival at the accident site. Formalize a procedure fcir INACT
to provide th% ARG~TL the ETA of any requested asset.

10. COMMUNICATIONS

a. Topid: Radiological Team Liaison

() kOMMENT/DISCUSSION: Radiological Teams arriving at NUWAX-R?

!

in some instances neglected to report to the DCE/OSTD for liaison ard
coordination. | As a result, some DOE assets were not utilized fully. There
|

was no centraﬂ communication system by means of which all DOE assets could
i
be resiched. As a result, some needs, especially in the area of technical

advice, frequéntly went unmet. The DOE/ARGC team leacder did not receive a
i
briefing frowm ithe DOE/RAP tepam leader regarding the off-site situation upon

the ARG's arrival.

(2) CONCLUSION: 1In order to assure & coordinated offsite offort,

i: is neceasaz& that all Federal radiological teams report, and describe
“heir capabilities, to the DOE/OSTD at the earliest possible time. A

central communication system available to &all Federal radiological teams is
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needed. Separate DOE/ARG and DOE/FRMAC teams are needed to provide a
comprehensive response. A briefing by the first on-scene DOE team leader to
the DOE/OSTD upon arrival of the FRMAC team is needed.

(3) RECOMMENDATION: Instruct all Federal radiclogical teams to

report and describe their capabilities to the DOE/OSTD as soon as possible.
DOE should consider developing a communications package to suﬁport the
radiological/environmental monitoring activities managed by the DOE/OSTD.
Formal procedures for passing responsibility from one DOE official to
another should be developed.

b. Topic: Intra-ARG Communications

(1) COMMENT/RISCUSSION: Throughout the history of NUWAX exercises,
communications available to the ARG at the accident site have proven
inadequate. Althcugh many aspects of this problem were corrected for
NUWAX-83, the overall situation is considered unacceptable from an ARG
perspective and much improvement is considered to be required. This
assesément applies to the organization and identification of communications
assets, equipment, and procedures. Of most impoftant significance:
communications between the ARG Command Post fn the accident site were
insufficient due to the inadequate ranage of the personal walkie-talkies in
the possession of the ARG; the ARG ability to utilize Navy communications
was prevented due to incompatible frequencies; and, a means to procedurally
ccordinate and integrate intra-ARG communications as well as the

communications of all NUWAX federal participants {(lNavy, FEMA, DOE, etc.) was
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lacking. Existence of such conditions significantly.degrades command and

control and lengthens the time necessary for the ARG to perform its mission,
It is noted that the inno;ativeness and determination of the ARG ccmmunica-
tions personnel contributed substantially to minimizing the adverse effects
of this situation during NUWAX~-83.

(2) CONCLUSION: A high priority of DOF/AL planners should be the
development of systems and procedures, and the procurement of equipment, to
brovide the ARG with adequate electronic communications.

(3) RECOMMENDATIONS:

(a) Acquire/develop a field deployable radio system which
wou1§ be, ideally, man portable, light, easy "o use and éossess sufficient
range to assure voice communicatiors: from the ARG-TL (whilelat the CP or
in the field) to all ARG team members when deployed in the field; and
between all ARG elements in the field.

(b) . Create a procedure for thg 0SC to esgtablish a
communications workinq'group consisting of a representative of each
organization involved and chaired by the 0SC's communications chief.

(c) Provide for a communications coordinator as a régular
member of the ARG,

{d) Require the OSC appropriate staff to provide a briefing
and written information to all personnel (or to the ARG communications
coordinator) concerning the features and capabilities of the serving

telephone system,
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(e) Require each entity that comprises the ARG to report upon
arrival at the accident scene, in wrifing, to the ARG-TL or his
representative, all communications capabilities they have available to them.

(f) Deploy CATCOMS, or a system like CATCOMS, with the ARG in
order to transmit requests for actions and assets, reports, and to provide a
hardcopy record of events.

(g) Provide the ARG/JNACC telephone link with a scrambler

capability for classified messages.

(h) Pre-bosition communications equipments (standby made) at
AL in suitcase form to permit immediate deployment with the ARG. A desir-
able feature would be a simple scramble system to use as necessary for
transmitting classified mességes.
11. LOGISTICS
a. Topic: Loqistiés/Security Operations ; Equipment/?rocedures‘

(1) DISCUSSICN/COMMENT: Preparatory to NUWAX-83, the ARG attempted

to identify and provide for all Jogistical requiréments which could be
anticipated. ‘The purpose in so doing was to be as well prepared as possible
upon arrival af the accident site, and tc minimize LUl.. time spent on
logistics not directly associated with accident operations. As part of this
-
aeffort, the ARG utilized a fly-away kit containing needed clerical supplies,
reference documents, and other miscellaneous items. Additionél items of a
similar nature were also taken in small hoxes. Certain items, however, due

to weight or size, were to be supplied by the Joint Task Group (JTG). The
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JTG was also responsible for making arrangements for personnel billeting,
messing, etc.

(2) CONCLUSION: Upnn arrival, it was apparent to the ARG the JTG
had anticipated ARG deployment as check-in for logistical éurposes went
smoothly. Office space had been predesignated and arple furniture provided,
Other supplies were readily available, to include typewriters. Two items of
particular importance, however, were not available: (1) a map of
appropriate scale and type of the accident site and surrounding‘area; and
(2) a safe for the storage of classified documents. The ARG had been told
by DOE/SNACC personnel that both of these items were to be provided by JTG
on-site., It should be noted that the ARG was eventually provided a safe on
the second or third day; after many requests. Given the classification
sensitivity of the documents involved, appropriate storage is a very

important requirement.

(3) RECOMMENDATION: It is recommended that prior to deployment,
DOE/AL make available to the ARG appropriate scale topographic (rélief) ﬁaps
of the accident area and provide the ARG with a vehicle (van) which would be
fitted with an approved classified information repository. 1In addition,
strengthen procedures which require the 0SC to provide necessary field
security force monitoring throughout the evening hours. If the van were
outfitted with sleeping accommodations, an APG team member, if necessary,
could proﬁide a continuous security presance. Such a van could alsc serve a
valuable role in addressing certain of the communications problems dealt

with elsewhere in this report. Use a DOE contractor organization (such as
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EG&G/NEST) to serve a "front role" to deploy immediately to an accident site
io arrange for lodging, vehicles, and other logistics requirements. ' Include
a NEST logistics ccordinator as a member of the ARG staff.

b. Topic: ARG Logistical Preplanning - Documentation Availability

(1) DISCUSSION/COMMENT: The logistical requirements associated

with the deployment of the ARG are extensive. How well logistical
requirements are satisfied can have a direct bearing on the performance of
the APGC in the field. Because logistical arrangements are time consuming,
the potential exists that accident operations as performed by the ARG could
be negatively impacted.

(2) CONCLUSION: DOE/JNACC should preplan and provide for as many
logistical requirements as possible in order to reduce the logistical burden
of the ARG upon arrival at an accident site. In addition, the ARG should
have in its possession all necessary reference documents and materials.

(3) RECOMMENDATION: Provide the ARG Team Leader with a summary DOE

assets checklist which provides a description of available DOE resources,
their capability, and location. This listing should be compiled and
formatted in such a way to be easily readable and useable for management
purposes and provide space adjacent each resource item where notations could
be made. The ARG Team Leader should have numerous copies available for
digsseminaticn in the field. A copy would be provided to the 0SC, who would
then also have a ready reference to DOE assets. Provide individual fly-away

kits to ARG members based on their particular ARG role,
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12. PUBLIC AFFAIRS

a. Topic: Public Affairs Exercise Play - Artificialities

(1) DISCUSSION: Although Public Affairs Officers (PAO's) worked
an eight-hour day during exercise play, NUWAX operations personnel operated
‘on a "24-hour day." The civilian news media also were working "normal
days," i.e., eight-hours. Hence, weapons operations which required about
1-% days were played by the media as having taken 3-% days.

It was also observed that the accident simulated the death of eight persons
and that four others were asphyxiated.

(2) CONCLUSION: By most indications, exercise public affairs play
was not timed on the same basis as other NUWAX play. Another artificiality
which detracted from the public affairs portion of the exercise was the
failure to pursue the development of information, such as the numbers of
persons killed and causes of death, which in real life would have been
topics of major concern, and inquiry actavity by family and civil community
groups.

f3) RECOMMENDATION: Schedule and base all exercise component play

on a 24-hour day to avoid confusion and interject a high degree of realism

into the exercise. Assure umpires feed public affairs informaticn into the
exercise in a timely and realistic manner.

b. Topic: Joint Information Center (JIC) - Operational Effectiveness

(1) DISCUSSION: Media personnel were allowed a limited degree of

exposure to information sources through the JIC, which had been established
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to provide a sirgle point ot ccordination and control. The JIC was
intentionally located some distance from the operations center of the 0SC
and other participating organizations.

(2) CONCLUSION: A hicher degree ot cooperation could have been
achieved between government Public Affairs Officers (PAO's) and the news
media. It is felt such cooperation could have been fostered by: conducting
more frequent briefings; soliciting and honoring, as practicable, media
requests for particular typee of information; and by providing greater
access tc operaticnal personnel through the JIC.

(3) RECOMMENDATION: Through the JIC, the OSC should provide for

news briefings twice daily. These briefings should follow the 0SC's
operations briefings to assure the most up-to-date information. As an
element of this recommendation, PA0O's should ke privy to the 0SC's
cperational briefings to the degrce possible. Solicit and respond to
requests for specific information from the news media. Schedule periodic
briefings rv operaticnal personnel, through the JIC, in order to provide
topical information, anrd to minimize the need for duplicative and

time-consuming "cne-on~one interviews.
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APPENDIX 1 TO ANNEX D TO JOINT DOD/DOE/FEMA NUWAX-83 AFTER ACTION REPORT

SENIOR SITE RESTORATION UMP({RE AFTER ACTION REPORT AND NUWAX-83 SITE
RESTORATION PLAN

a. Topic: Site Restcration

(1) COMMENT/DISCUSSION: Formation of a task group cn D+1 was an

important aspect of accomplishing a Site ﬁesto:ation Plan. An initial
meeting was called by FEMA and was attended by members of the Navy,
Commonwealth of Virginia, Jefferson County, EPA, FHS, Department of
Interior, USDA, Red Cross, and a DOE representative. Information was
rapidiy deployed ;t these meetings and those that‘followed on D+2, on D+3,
on D+4, and finally a draft restoration bian on D+5. On D+5, a draft plan
agreed to by the Navy, Commonwealth of Virginia, DbE, and FEMA was presented
to the task group. Some editorial work was performed on the plan and a
final plan formulated by 1200 ;n D+5. During the course of the exercise the
task group requested: (1) a fixant spray which was applied via simulation,
(2) characteristics of a cont:minated zone, (3) engireering systems support,
(4) instrumentation to defiiue the perimeter of the contaminated area. All
tasks were accomplish¢¢ or were in the process of being accomplished. The
tinal recommended course of action was acquisition of the land by the Navy
with decontamination by the Navy.

(2) CONCLUSIONS: The following are lessonc iearned during NUWAX--83
from the viewpoint of the umpires: (1) an ecarly start cn the Site
Restcoration Plan resulted in early surfacing of issues such as cleanup
criteria which de not exist as a regulation or in an officially adopted

form, (2) damage assessment in terms of damage and cost estimation is needed

D-1-1
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for this type of incident. This came about because curreht damage
assessments are currently developed only for catastrophic events such as
storms, earthquakes or other natural disasters.

The responsibility of a Site Restoration Plan by a very large multi-agency
task group should be divided up early. The task grcup operated at NUWAX-83
with all parties present and little formalization of working subgroups. To
accomplish the task, the Navy, Commonwealth of Virginia, FEMA, and DCE did
form an ad hoc sﬁbgroup to prépare draft documents. However, th;s probably
should be decided early, and become part of the record in the event ?f a
real incident. The players representing all agencies provided positive
input without compromising the interest of the agencies. The final plan
resulting from the activities of the task force would likely protect the
health of the people and the environment.

(3) RECOMMENDATION: Although cleanup criteria for such an incident

and simulated for NUWAX-83 are likely to be é negotiated number, the Federal
agencies and State agencies and local government involved, need some type of
official standard or criteria base that can be pointed to as being a no-harm
level or minimal harm level for radioactive contamination. The authority to
set such a standard resides with the Environmertal Protection Agency. Such

a standard ought to be developed for nuclear weapon accidents cleanup.

PORT GASTON VIRGINIA SITE RESTORATION PLAN

PURPOSE :
To address the problems associated with the radiological contamination

resulting from the U.S. Navy CH-46 helicopter crash at the Port Gaston Naval
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Ordnance Facility on May 5, 1983 and the ensuing detonation of the high
explosive of a nuclear weapon being carried by that helicopter.

To propose actions for permanentlv resclving these problems.

SCOPE OF PLAN:

This plan addresses all land and facilities which have received radioactive

contamination in the areas of Port Gaston, Virginia, as a result of the
crash on May 5, 1983, This plan includes Criteria for Certification of
Cleanup accordinglfo radiolégical standards identified during the plannirg
process. This plan addresses'actions required to clean up or otherwise

prevent health hazards to the citizens of Port Gastonr, Virginia. These

) )
actions include_heasures hrought to bear due to the contamination of the
air, soil, water, vegetation, livestock and other animal life, buildings,
food production facilitieé, etc.

- This‘plah addresses the funding of the actions to be taken under this plan.

(; ‘ This plan includes provisions for the long-*erm monitocring of the air, soil,

wacer, and locally produced foods and supervised by the U.S. Environmental i
. Protection Agency.
Actions under this plan requires compliance with the National Fnvironmental » c
Policy Act (NEPA).
' ) This plan dces not address the resolution of any legal claims frcm citizens
of Port Gaston for personal injury or firancial losses, etc. |
CURRENT STAIHg:

2il individuals whose death was caused by the crash on May 5, 1983, were’

identified and removed from the site as quickly as possible consistent with

the safetv of emergency response personnel.

‘
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All weapons and other classified material have been removed.

The National Defense Area, established by the Navy On-Scene Commander at the
time of the crash and as subsequently expanded, has been dissoived and
control of this area has heen retu?ned to State and local authorities.

Plots of the contaminated area have been iden£ified. More sensitive
instruments, which require more time-consuming methods, will be employed to
more precisely define this boundary.

A nonitoring program has been initiated. Air, water and soil sampling has
been initiated and will continue to be used to safequard the health and
safety of workers during the recovery program as well as éresent and future
occupants. |

RESTORATION ACTIONS:

1. Decontamination will be accomplished in two phases. Phase one, initial
decontamination, which will encompass approximately 33 acres and 100
buildings, will involve decontamination of all areas which have radiation
readings of 20 microcuries per square meter or higher. Decontamination
actions include: (1) construction of earth dams at the confluence of surface
drairage features to create settlement basins; (b) removal of topsoil and
surface vegetation to a depth of about six inches, or to a greater depth if
required to achieve radiation reading less than 20 microcuries per square
meter. The estimated guantity of soil is 28,000 cubic yards; (c) remove and
shred all vegetétlon; (d) scrub and wet vacuum all paved surfaces; (e) wash
exterior walls of all buildings; (f) decontaminate and remove all personal

property with a value greater than $300.00 which can be decontaminated.

T
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Archaeological and historical objects will be decontaminated with assistance

of an archaeologist; and (g) fix materials on roofs. Displaced citizens will

be requested to provide an inventory of household items meeting the above

criteria. This will include items such as cars, boats, and television sets.

Personal items of jJreat sentimental value will be considered on a case by
case basis. It should be noted that the extent of contamination inside
buildings is not known at this time, and the level of contamination may
determine which items may be retrievéd.

2., The Department of Energy is taking the lead in locating an apprcpriate
disposal/long range storage site, and is a;ranqing‘for utilization of that
site. DOE will provide transpértation. Identification of a disposal §ite
will be made by May 17, 1983.

3. Under Phase two, remedial actions will be performed to assure that
maximum doses to area occupants as a result of exposure to Plutonium 239
will not exceed 1 mrad/year to the lung anﬁ 3 mrad/year to the bone of any
individual. ' Alternative remedial actioﬁs to be performed undgr Phase two
will pe evaluated in the NEPA process, ard the selection options wili be
announced in a Record of Decision.

4. An alternative to decontamination of individual houses would be
acquisition by the Navy of the entire area to be decontaminated and all
structures thereon. This option could involve demolition of all builairgs
to an approved storage area rather than attempting to decontaminate them.
The weather ard wind conditions at the time of the accident have probably

resulted in extensive contamination within many buildings. The extensive
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survey of all interior surfaces, cbjects and subsequent decontamination
would be very expensive.

5. A detailed comparison of the relative costs of the above alternatives is
beyond the capabilities of the site restoration plarriers at this time.
Purchese of the pfoperty by the Navy for uces cther than residential, i.e.
less than full time habitation, would reduce the requirement for long-term
monitoring ard preclude the potentjal for future claims aqaiﬁst the
government. This course of action may therefore be attractive.

6. The Navy'wiil prepare an Environmental Ascessment in accordance with the
National Fnvironmental Frotection Act for submission a~d review by all
concerned.

7. The Navy will coordinate action with the Council on Environmental
Quality to obtain authorization to proceed with the initial decontamiration
phase prior to filing ¢f an Environmental Assecsment.

8. The recommendations contaired in this plan will be reviewed by higher
authorities in all concerned agencies.

9. The review proce .8 will provide for public input as prescribed by State

Law.
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ANNEX E TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION REPORT

FEDERAJ, EMERGENCY MANAGEMENT AGENCY (FFMA) AFTER ACTION REPORT LESSONS
LEARNFD

1. This annex contains comments submitted by the Federal Emergency
Management Agency (FEMA) on NUWAX-83,

2. COMMAND AND CONTROL:

a. Topic: Location of the Federal Response Center and the On-Scene

Commander's Command Post

(1) COMMENT/DISCUSSION: The Serior FEMA Official, the Commonwealth

of Virginia and the civilian Federal agencies were collocated at the
|

exercise site., The On-Scene Commander (OSC) maintained his command posﬁ at
his "normal operating location™ at the ?ott Gaston Naval Ordnance Facil%ty.

The fact that the major response elements were not physically located 14 the
!

same area proved to be awkward and not conducive to coordination and eaﬁy
i

exchange of information. ‘ E
' |
(2) CONCLUSION: Cnordination among all response elements (military

' |
and civilian; Federal, State and local) could be improved by collocating

their operating centers, or, at a minimum locating in close proximity té

each other.

i

(3) RECOMMENDATION: The NARP, the FEMA Emergency Response Team

plans, and the Federal Radiological Emergency Response Plan should each;

reflect the importarce of locating operating centers {(n the same or nea}by

{
i

locations.



b. Topic: Hcaedquarters Federal Agency Participation in NUWAX-83

(1) COMMENTS/DISCUSSICN:

fa)  One of the objectives of the exercise was to "expand the
senior level involvement in the Washington, D.C. aréa.' However, the
exercise activity of officials in Washington, D.C. was limited. Although
attempts were made during the planning stages of the exércisc to create

meaningful exercise play at the Washington Jlevel, these efforts apparently

. were not successfully pursued. Master Scenario Events List (MSEL) items

were preparrd by FEMA and various other civil Federal agencies during the
exercise planninq stages. However, many of th; MSEL items were not used
during the exercise., Other MSEL itcms used durinq the exercise apparently
were prepareé¢ without checking with the appropriéte program offices in
Federal aqenéies. This situnation led to the use of totally inappropriate
MSFL items which served ro useful purpose,

(b} Another problem related to the lack of participation at
headauarters occurred when an exercise controller Jeft a sianjificant,’
time-sersitive MSEL item on the Fnvironmental Protection Agercy's (EPA)
recording unipmént and did not follow up to assure tha* *he messace was
actually receijved., (The equipment was inoperative srd resulted in the
appropriate ETA official not receiving the messaqe until the felicowing day.)

(2) CONCIUSION: FEfforts of exercise planners and controllers to
create mearirgful participation hy the headquarters officials of Federal
agercies were either lacking or were not pursued to their desired
cerclusior.  The exercise design, including the preparation of MSEL items,

did not achieve their ob-ective.




(3) RECOMMENDATION: A closer working relationship should be
established between exercise planners (inclﬁding contractors) and program
officials in Federal agencies. Exercice planners should assure that
meaningful inputs are received from appropriate agency officials and that
these inputs are used during the exercise.

c. Topic: Separate Exercise Play on the Site Restoration Plan at
Washinqton,‘D.C. and On-Scene

(1) COMMENT/DISCUSSICN: On C+1, the Senior FEMA Official requested

that Federal, State and local officials on-scene begin work on a site
restoration plan. On approximately D+2, discussions were also underway at
headquarters on a site restoration plan when an exercise message from the
President to EPA and to FEMA directed that FPA assume the lead in
negotiating cleanup standards and that FEMA identify means to fund the
cleanup and restoration efforts. The on-scene players inadvertently learned
of this message and were informed by a controlier at the scene that thel
exercise controllers had acted to prevent the message from peinq relayed
from FE&A headquarters to the on-scene players., On-scene plavers were
instructed to disreqgard this message.

(2) CONCLUSIOM: The decisior by the exercise control]efs to
prevent this exercise message from being relaved to the on-scene plavyers
precluded ary interaction between headquarters and the on;scere activities
or an important policy gquestion.

(3) PRECCMMENDATION: In ary future exercise, any MSFL item, once

injected into exercise play, should be permitted to flow amona all exercise
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players as free play. Attempts to maintain separate exercise activity at
héadquarters and on-scene on the same issue should be avoided.

d. Topic: Exchénge of Liaison Officers between the On-Scene Command

and the Senior FEMA Qfficial

(1) COMMENTS/DISCUSSICN:

(a) As soon as the Senior FEMA Official (SFO) established
operations at £he accident site, he assigned a FEMA liaison‘officer to work
with the On-Scene Commander kOSC). The FEMA liaison officer was unable to
effectively function since he was unable to attend many of the 0OSC's
meetings, did not have full access to the Navy Operations Center, etc. The
Navy staff offiéer assigned to work w.th the FEMA liaison officer was
frequently absent from ths Navy Operutions Center,‘further curtailing #he
ability of the FEMA liaison officer to function effectively.

{(b) When the SFO first set up operatiors at the Federal
Response Center, he also requested that the 0SC assign a liaison officer to
the Federal Response Center. Despite frequent follow-up requests, the 0SC
did not assign a Navy liaison officer to the Federal‘Response Center until
D+2. This Navy liaison officer was assigned liaison responsibility
simultaneously to both the Federal Response Center and the Commonwealth of
Virginia operations center,

{2) CONCLUSION: The failure to quickly exchange liaison officers
Detween the OSC and the SFO, plus the absence of a well defined, mutually
accepted role for these liaiscon officers, prevented what cpuld have been an
effective means of coordination and information exchange between the Navy

operations center and the Federal Response Center.
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(3) RECOMMENDATION: The procedures of the On~Scene Commander ;
(NARP) and the SFO (the FEMA Emergency Response Team Plan), and the Federal
Padiological Emergency Response Plan should incorporate provisions for
exchange of liaison officers. These procedures should define the
authorities and responsibilities of the individual assigned this
responsibility.
e. Topic: Exercise Termination

(1) COMMENT/DISCUSSION: NUWAX~-83 was terminated on Tuesday, May

10, one day before the expected end of the z2xercise. The accident crash
site had Seen brought under control, the weapons removed, and the national
Defense Area returned to State/local control. However, several significant
issues were still being actively pursued at the time the exercise was
terminated. The development of the Site Restoration Plan and the
Commonwealth of Virgiria's request for a major disaster declaration under
the authority of Public Law 93-288 were two :xamples.

(2) CONCLUSION: The decision to terminate the exercise appeared to
be basedwtotally on the military on-site aspects of the exercise. The
termination of the exercise on May 10 prematurely ended meaningful exercise

play on issues with longer-term implications and which impact most directly

on State and local officials.

i

(3) RECOMMENDATIONS: ' i

{(a) The principal agencies involved in the developmentvof the ;

Site Restoration Plan should be assembled in the near future for the purpose
of continuing to resolve differences and to identify issues concerning the

Site Restoration Plan.
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(b) Any future exercise should place equal emphasis on all
issues being worked by all Federal and Sgate agencies, and such issues
should be pursued to a meaningful conclugion before the exercise is
terminated. .
f. Topic: Site Restcration Plan %

(1) COMMENT/DISCUSSION: An on~s;ene team with representatives from
several égencies and State and local gove%nments engaged in extensive
discussions in an effort to prepare a Sit; Restoration Plan. VA question
which lead to considerable discussion and confusion was which Federal agency
has the authority/responsibility for speakinq for the Federal government

'

regardiné the standards of cleanup.which will be used in a Site Restoration
Plan. The agency that is responsible forfthe accident and, consequently,
will be funding the cleanup? The EPA? Th% DOE? Although EPA suggested the
use of proposed standards drafted by thei% agency in 1977, all exercise
players recognized that these were only o%e agency's proposals.
Furthermore, even if there had been apprerd Federal standards, there were
no assurances that State and local officials would have accepted these
standards.

(2) CONCLUSION: The lack of an approved decision making process by
which a Site Restoration Plan can be approved (who/which Federal department
or agency has the authori?y to make the ffnal decision for the Federal

government) would probably result in delays in the development and approval

of a Site Resgtoration Plan.




(3) RECOMMENDATION: FEMA, DOD, DOE, and EPA should jointly develop

and agree to procedures which describe the decision making process for
developing and reaching agreement at the Federal level on a Site Restoration
Plan and for resolving any differences between Federal officials and
étate/loca] officials.

g. Topic: Lack of Emphasis on the Public Health and Safety Aspects of
a Nuclear Weapon Accident

(1) COMMENT/DISCUSSION: The decign of the exercise scenario and

the controller injects appeared to place primary emphasis on the technical
aspects of the weapons and the weapon recovery operations. .The problems of
dealing with the civilian populace, including the many aspects of public
health and safety, could have been given more emphasis during the exercise.
For example, the exercise did not force the players to address the need for
identifying and screening a large number of citizens for radiological
contamination prior to allowing them to relocate ocutside the immediate
accident scene, for assessing and monitoring the food chain, or for
monitoring and assessing the impact »f the radiological material
contaminating the ground water supply.

(2) CONCLUSION: Many important aspects of the response to a
nuclear weapon accident were not adequately tested during NUWAX-83. Many of
these aspects are the issues which would become the most significant once
the weapons have beea secured and which could determine the overall success

or failure of the response as judged by the public and the rnews media.
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(3) RECOMMENDATION: Future nuclear weapon accident exercises

should be desiéned to realistically evaluate the Federal/State/local
response to the off-site aspects of a nuclear weapon accident. This wculid
include the identification, processing, care and relocation of large numbers .
of potentially contaminated individuals, and a more thorough consideration
of the resﬁoration, legal, and liability issues which were not fully
addressed before the éxercise Qas terminated.
h. Topic: Eiocassay Analysis Capabilities

(1) COMMENT/DISCUSSION: 1In the process of evacuating local

residents from the accident scene, the need arose for checking for any
internal contamination of these residents through a process of bioassay
analysis of samples. Depending on the scope of the contaminatior and the
location of an accident, the need for biocassay analysis capabilities could
be rather extensivé, requiring analysis of hunrdreds of samples in a short
period of time. Aithough no actual analysis occu;red during the exercise,
the Department of Health and Humar Service (HHS) would rely on DOE resources
to perform this analysis in an actual accident.

(2) CONCLUSION: Althouah the HHS would normally rely on DOE for
this biocassay analysis, HHS does not have any formal interagency agreement
with DOE nor does it have any indicdtion of the extent of DOE's capabilities
for analyzing a large number of samples in a short period of time.

(3) RECOMMENDATION: The HHS should formalize an agreement with DOE

to provide biocassay analysis. This agreement should specify the location
and specific capabilities of various DOE laboratories that could be called

upon to assist in such analysis.
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i. Topic: Administration of the Joint Information Center (JIC)

(1) COMMENT/DISCUSSION: Public affairs officizls from the IRF and

the SRF established the JIC and assumed responsibility for the maznagement of
the cente}, the establishment of release procedures, establishment of éround
rules for conducting news conferences, etc. Responsihility for these
functions wag not transferred to FEMA until D+4. This transfer was in
accordance with existing procédures which indicate that it will be
transferred when a mutual agreement is reached betwe;n the ASD(PA) and the
Director of FEMA'S Office of Public Affairs. The performance of theée
‘funetions by Navy personnel during the first 5 days of the exercise
detrécted from their responsibilities for collecting and disseminating
inforﬁation regarding the accident which needed to be provided to the media
and the public.

(2) CONCLUSION: The transfer of responsibility for the
administration of the JIC should be accomplished as soon as FEMA is prepared
to accept it. Transfer of this responsibility from the IRF/SRF as soon as
possible would free fhem to gather and coordinate specific information
regarding their activities during a very critical time. The transfer of the
administrative functions would not compromise the IRF/SRF's ability to
control the release of information regardiﬁg their activities.

(3) RECOMMFNDATION: DOD and FEMA interagency agreements and

internal procedures should be revised to provide for transfer of the

administrative functions of the JIC frocm DOD to FEMA when FFMA is on-scene

and prepared to assume this responsibility. -
;
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- 3. Topic: Management of the Joint Information Center (JIC)

(1) COMMENT/DISCUSSION: The management of the JIC, including the

scheduling of news media conferences, briefings, and question and answer
sessicns, during the early days of the exercise‘did not result in meeting
the need for official information on a timely basis. Some principal
officials including the 0SC were reluctant to appear at these daily press
conferences unless significant new material was to be presented. Ground
rules f{or the conducting of the news conferences were not established,
thereby resulting in conferences that were out of control, with some news
medi; personnel totally disrupting the conferences with screaming and
yvelling their questions. The briefing officials from the Federal agencies
were unable to control the situation.

(2) CONCLUSION: The public information effort during the early
days of the exercise was not properly organized and managed. The JIC did
not effectively respond to the need for immediate emergency public
information. Key Federal officials did not recognize the importance of
their appearing et press conferences and providing any available information
to the public znd the media. The absence of generally accepted procedures
for public affairs activities led to disruptive, unorganized news media
conferencés.

(3) RECOMMENDATION: Standard operating prccedures for the JIC

should be developed jointly by DCD, DOE, and FFMA and provided at the time
of an accident to all officials operating the center. These detailed

procedures should include considerations for security, media accredidation,
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ground rules for news conferences, scheduling, requests for interviews,
printed release numbering system, news release letterhead,.etc.‘ These
procedures should also streés the importance of having senior officials meet
witﬁ the news media on a reqgular basis. These procedures should be
devéloped in manual form and include checklists of needed supplies for
operation of the JIC.

k. Topic: Locatioﬁ of the Joint Information Center (JIC)

(1) COMMENT/DISCUSSION: The JIC was established on D-Day a very

short distance from the accident site and several miles from the command
post of the On-Scene Commander and from thé Federal and State.operations
center. The distance between the JIC and key operations centers hampered
efforts of the JIC staff to gather information from the major cperations
centers. This problem was further exacerbated by a lack of adequate radio
coﬁmunicatioﬁs between the JIC and the operations center. Princip;l
officials of the key agencies were forced tovspend valuable time driving to
and from the JIC for the news conferences. 1In addition, the location of the
JIC was established very near the contaminated area at a timg when thé
boundaries of the contaminated area were ﬁot yet firmly established.

(2) CONCLUSION: The locatidn of the JIé was not optimum for either
the convenience or the sofety of Federal officials.

(3) RECOMMENDATION: The JIC should be located in close proximity

b1 not collocated) to the source of information and in an area that is

aaequatelv separated from any radiological contamination.




ANNEX F TO JOINT DOD/DOE/FEMA NUWAX-83 VOLUME 1I AFTER ACTION REPORT
COMMONWEALTH OF VIRGINIA (COV) AFTER ACTION REPORT LESSONS LEARNED

1. COMMAND AND CONTROL

a. Togi“:'Interagency Coordination

(1) COMMENT/DISCUSSION: Exchange of liaison personnel with the

military was actively pursued by the COV at the Navy Radiological Control
(RAD CON) area on 5 & 6 May and at the SRF headguarters on & May. COV
liaison personnel were not allowed at the Navy RAD CON area until the
afternoon of 6 May and at SRF headquarters on 7 May. (Security clearances
delayed the liaison at thevSRP headquarters). The Navy sent one liaison
officer to both COV and FEMA on 7 May; it is our opinion that the military
should send a separate liaison officer to each operations center (COV,
FEMA), and that the exchange of liaison should be established early after
the arrival of SRF at the latest.

(2) CONCLUSION: The exchange of liaison personnel was delayed and
was not properly handled throughout. It is necessary that the civil and
military organizations have the capability to exchange information
concerning current and planned operations on a minute basis and only the
presence of liaison personnel within the headquarters of each element i.e.,
the civil and military, will permit this.

(3) RECOMMENDATJION: It is recommended that instructions for the

militéry emphasize exchange of liaison personnel with civil forces early on
in the accident response. Consideration must also be given to the security
classification matter; there should be a3 capability ror the military to have
civil personnel participate in discussion of accident response operations

without having to discuss classified information. It is also recommended




hat Standing Operating Proceduras for civil organizations provide for

n

ending liaison personnel to the Military On-scene Commander at the onset of
response to a nuclear weapon accident.,
b. Topic: Operating Procedures

(1) COMMENT/DISCUSSION: The COV State EOC operated under normal

Standing Operating Procedures. These procecdures are used on a daily basis
in operation of the Virginia ECC in Richmond. They are dyramic procedures
1nd are changed as the need is determined. The procedures were adequate for
ﬁhe operaticn of the EOC during NUWAX-83,

(2) CONCLUSION: Current Virginia Emergency Operations Center 50P are

adequate for the conduct of Nuclear Weapons Accident Response.

(3) RECOMMENDATION: Continue to change SOP as the need arises.

c. Topic: Command Post Management

i
l
i (1) COMMENT/DISCUSSION: There were several management decisions made

at the Virginia Emergency Operations Center (Virginia Commanéd Fost) which.

|
%hould be considered in any state response for nuclear weapons accident.
Early in the first day the COV declared a State of Emergency. This action

Qrovided for funds for response and permitted the state and local

!
governments to take response procedures withcut consideration of normal
|

administrative procedures. Shortly after tie de-laration of State of
|

; .
Emergency the COV EOC activated the Erergency kioadcasting System (FBS) to

announce the declaration of State of Emergencv and to provide information on

resporse action to the citizens. The EBS was used throughout the exercise
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for this particular purpose. This is an excellent tool for state and local
governments to provide information to their public ard rfhould be used
without hesitarcy.

On 8 May (D+3) the COV subﬁitted a request to tue President for a
declavation of a major disaster with limited application - individuaj and
family grant program; temporary housing; Small Business Administration’
Disaster loan. This wés done to help alleviate the immediate problems of the
victims of the rvclear weapens accident, It is considered that actions of
these types are a must and that the hardlirng of the people problem shou16’5e
foremos* ir the thoughts of all corcerned in the response, even those vho
have weapons safety and iecovpry resparsibility., On 11 May (D+6) the COV
wrote a letter to the Fresident reguesting that he take immediate action to
provide Federal funde and services tc initiate ard complete the restoration
of the damaged area and that these funds be 100%: Pederal‘funds handled
pertaps through the Faderal Emergency Maragemenrt Aqgncy, the Department of
Defense, or the Environmental Protection Agency ;Superfund.' Again, the
thought is that the prime consideration is tc take care of the people and
this shoula be- foremost,

On 6 May COV perscnnel initiated discussions with the Navy concerning the
disestablishment of the National Defense Area (NDA). At this time the COV
presented a draft memorandum of agreement on the turnover of the NDA,
requesting at least a 24-hour notification of the Navy's desire to

disestablish the NDA and an inspection within the KCA at least 12 hcurs




prior to the actual turnﬁver, by Commonweélth of Virginia personnel. This
memorandum of agreement also discussed proposed funding of sectrity
personnel to secﬁre the former NDA and any other areas that must he cordoned
because of radiological contamination. This latter action more properly
should have been left for other documents rather than the initial memorandum
for agreement for turnover.

(3) FFCOMMENDATION: It is recommended that the Actions taken by the

Commonwealth of Viraginia on the declaration of the state of emergency and
request for declaration for major disaster and letters reauesting the
President to provide funding for restoraticr be considered as items for
inclusion in the NARP both for the Federal Emergency Management Agency to
discuss with state and local governments and for local and state
goverrments’ consideration. It is also recommended that draft or type
memorandums of agreement on the turnove? or disestablishment of the Natiopal
Defense Area be included in the NARP and in procedures for state and local
governments., Recognizing that this type memorandum of agreement cannot
answer all situations, it is imperative that the military and the civil
response forces have a basis on which to initiate discussiocons for
Aisestablishment of the rational defense area long hefore its actual
disestablishment. It is the view of the Commonwealth of Virginia that the
establishment of the National Defense Area and the disestablishment of the
National Defense Area should be joint cooperative efforts with maximum use
of the peculiar authorities that belorq to the Fuderal, military and the
sta%e and local governments. It also should be noted that the National

‘efense Area in NUWAX-83 was



established within a secure area itself, i.e., the Nevada Test Site, and
that the establishment of the National Defense Area within the environs of a
county or state government might well pose problems that were not noticeable
during NUWAX-83. fherefore, it is essential that proc. dures ard type
memorardum of agreements fér turnover be discussed in the NARP and in state
and local goveraments' emergency operations procedures to insure the
smoothest operation of the NDA and its final disestablishment.
4. RADIOLOGICAL SAFETY AND CONTPCL

a.” Topic: Interagency Coordination

(1) COMMENT/DISCUSSION: The Commonwealth of Virginia respcnds to a

nuclear weapons accident as to a hazardous materials incident. The Standing
Operating Procedures call for local monitoring teams, state monitoring
team,.and Paéiologica] Health p2rsonnel to be consolidated into one
organization once the state personnel are in the forward area. The state
SOP fcr Nuclear Accident Response was followed in NUWAX—QB; it appeared to
be adequate for stete response to a nuclear weapons accident. However,
there were problems that arose that need to bec looked into more closely and‘
better solutions provided, Some of these problems may be attributed to
exercise artificialities and the number of personnel available to provide
monitoring and other tasks.

There was a considerable amount of « nfusieon in the state Radiolegical
Control area on the first day. <Some of this was caused hy inexperience of
individuals in assigned t skg; however, much of it was due to poor

coordinaticn and direction of the joint effort required by the state and




local governments. At the end of the first day there was a review of the
problems within the radiological monitoring area and reorientation of tasks.
Starting on the second‘day the radiological monitoring efforts went more |
smoothly; however, there were still difficulties - some of these arose from
use of radiological team chief personnel in the Emergency Operations Center
of the local government rather than on the Hot-Line area whére strong
supervision was needed.

Both the state and local governments lack sufficient radiological detection
instrumentation to respond to a nuclear weapons accident properly. The
augmentation of the state and local governments by Federal Department of
Energy special teams and military radiological special teem is imperative
early in the response to insure that an adequate grip is obtained on the
extent of the radiological contamination. The DOE, RAP, the AFRAT, and the
Army RADCCN Team assisted the state and were assimilated into the overall
effort easily and to great advantage. Without the expanded knowledge and
better instrumentation of the Federal special teams the state could not have
handled the identification of the area for radiological control or much else
in the radiological field.

There were comments made by the Foreign observers concerning the
estabiishment of only one Hot-Line in the operational area. From the state
view only one did not appear to be feasible. The military has the
resporsibility of locating and securing classified material within the NDA
and the civil government has the responsibility of establishing the extent

of radiological contamination outside of the NDA. These responsibilities
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appear to be mutually exclusive and the use of two Hot-Lines, i.e., one for
the military in the NDA area and one for the civil forces outside the NDA
area appears to be appropriate.

(2) CONCLUSION: Tt is necessary that state and local governments be
provided assistance from the Federal special teams at the earliest moment
possible and these teams along with the state .and local efforts be combined
into one overall effort with each portion of the overall effort do;ng that
which it is best capable of doing.

{3) RECOMMEMNDATION: It is recommended that the NARP and state

Standing Operating Procedures emphasize the need for use of Federal speéial
teams ir the radiological effort and that checklists‘include procedures for
cbtaining this assistance and for integrating it into the overall effort in
the early part of the response.

b. Interagency Support

(1) COMMENT/DISCUSSION: Support provided the Commonwealth of

Virginia by Federal special teams to include military teams was more than
adequate. Without this assistance the Commonwealth of Virginia could not
have carried on the radiological monitoring effort. Another item that was
of great value in the radiolcgical effort was the aerial data isupleth
survey provided by the aerial monitoring system team. This data alona with
the use of the FIDLERS of the DOE and inilitary teams were probably the most
beneficial radiological recsources and data availsble to the Commonwealth

throughout the exercise.
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(2) CONCLUSION: Consideration should be given to providing a source
of anti-contamination clothing and equipment such as plastic bags for. the
operation of a het-line on a consolidated basis, i.e., civil and military,
at the start of the response to a nuclear weapons accident. Funding should
not be a factor that would prevent joint use of a facility that would ha&e
the capability tc provide the necessary expendables and "anti-c” clothing
needed during the radiological operations of the accident respoﬁse- The
primary factors should be the smooth operation of the radiological effort
and providing quick and valid information concerning the radiolcgical
situation.

| {3) RECOMMENDATION: That provisions be made to provide as a part of
the SRF response a facility to provide expendables to include anti-c
clothing for the operation of both the military and the civil radiological
effort.

¢. Topic: Radiological Emergency Medical Procedures

(1) COMMENT/DISCUSSION: Radiological Fmergency Medical play was

limited because of the number of players available to the state and local
government. The effort to biocassay individuals believed to have been
exposed to radiation was greatly enhanced by the assistance of
representatives from Public Health Service, Center for Disease Control, and
Oak Ridge National Laboratory REACT. A preliminary bioassay plan for
civilians in the contaminated area was developed by state medical personnel
in conjunction with these Federal agenrncies. The plan appeared to be an
excellent basis for a continuing biocassay program and appeared to have been

a workable plan. Procedures for deveioping the bicassay program are nct
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part of the state Standing Operating Procedures for response to a nuclear

weapons accident.

(2) CONCLUSION: There is a need to include in the state SOP Nuclear

Weapons Accidents Response procedures for developing bioassay programs for
personnel believed to have been exposed to radiation. The assistance of
Federal agencies with proficiency in this area is required and should be
expected to be used.

(3) RECOMMENDATION: I+ is recommended that state SOP include

procedures for determining the necessity of and developing a bioassay
progran for personnel believed to have been exposed to radiation arnd that
the SOP include the use of the Federal agencies to provide assistance in
developing this program.

.5. COMMUNICATIONS

Topic: Equipment/Systems

(1) COMMENT/DISCUSSION: Ccmmunications used by the Commonwealth of

Virginia during NUWAX-&3 paralleled those normally used in Virginia in
emergencv response. The radio communications were the same frequencies ana
nets as used in normal Commonwealth of Virginia Emergency Response and the
telephone system in the ECC was similar to that in the state EOC at
Richmond. Communications were excellent throughout the exercise.

(2) CONCLUSION: Communications normally used in response for
emergencies in Virginia are adeguate to provide for response to 2 ruclear

weapeons accident.

(3) RECCMMENDATION: Change and upgrade communications as needed,
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6. Security

Topic: Procedures

(1) COMMEN&/DISCUSSION: The security requirement for the COV element
during NUWAX-83 was to cordon off those areas determined to have béen
affected by radioactive contémination and after disestablishment of the NDA
to provide a security cordon around this area. Withir the limite of
exercise play these requirements were met. Had NUWAX-R3 been an actual
response conducted within the Commonwealth Boundaries, physical presence of
Commonwealth and local qovernmenﬁs‘security forces would have been
sufficient to provide the security requi;ed éf the state and its local
government.

(2) CONCLUSION: Excrcise constraints did not provide an adequate
testihg of security for Commonwealth and local governments forces. However,
based on past expérience it is believed that the state and local goverrments
could provide required security in case of a nuclear weapons accident.

(3) RECOMMENDATION: No recommendations are made in this area.

7. CASUALTY HANDLING/MEDICAL
Topic: cmergency Medical Services

(1) COMMENT/DISCUSSION: The local emergency medical services system

operated effectively but was handicapped by the almost inoperable ambulance
provided for exercise play. This ambulance became a problem because the
local medical personnel responded to some real emergencies during the
exercise. The hospital Qas almost entirely simulated throughout the

erercise.
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(2) CONCLUSICN: The emergency medical system operated effectively
and neithef the EMS system nor the hospital was over taxed or unusually
stressed by the scenario due to the low number of casualties and the fact
none of the injured taken to the hospital were contaminated.

(2) RECOMMENDATION: Increase the stress cn the EMS system and

hospital in futﬁre exercises in order to better test the system and
incorporate more realistic involvement at the hospital. Provide ambulance
that is safe to operate and that is better equipped so that exercise
personnel who are trained EMT's may be used effectively in both exercises
and real emergencies.

b. Handling Civilian Fatalities

(1) COMMENT/DISCUSSION: The scenario included six civilian

fatalities. All fatalities were located within the Natioral Defense Area
and as a result iﬁaccessible to local and state authorities. Confirmation of
the number of fatalities, identification of the fatalities, removal from the
National Defense Area and release of the bodies to local authorities were
silow. Communication between the Navy and local and state authorities
regarding the fatalities was limited. Identification of civil fatalities
could have been accomplished in a more timely fashion if the Navy had
coordinated this effort with the State Police and other local and state
authorities. 1In an actual situation it is believed that the families
involved ard the press would have exerted considerable pressure on military
and state and local authorities to provide information concernirg the

fatalities mnre quickly.
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(2) CONCLUS1CN: The turning over of the fatalities that were located
in the National Defense Area and the identification of the fatalities‘werg‘
slower than would have been permitted in an actual situation. 1In both
exercise play and actual situation efforts must be made to provide
information on civilian casualties and fatalities quickly.

(3) RECOMMENDATION: It is recommended that the NARP include

instructions for the hilitary to coordinate closely with civilian
authorities to identify civilian casualties and fatalities in a timely
manner.
8. PUBLIC AFFAIRS

Topic: Interagency Cocrdination

(1) COMMENT/DISCUSSION: The COV participated in activities at the

Joint Information Center. 1In general, Joint Information Center activities
were satisfactory; however, initially, it appeared that the word "joint"
meant the military and FEMA and did not include state information personnel.
Iﬁ informatiqﬁ activities, as in most areas,‘the partners in the activities

are state/local, Federal agen~ies and the military. As soon as this is

 rea1ized and implemented, the quicker good and pertinent information will be

disseminated to the public. 1In this area as in others mentioned refore, the
location of the exercise, that is, the Nevada Test Site, added a connotation
that would no£ be so in real life situations. In an actual situation the
Joint 1nformation Center would’most likely be in an area that would be more
accessible to the media and to the public and would not be under direct

cr-trel of the military. This also adds to the necessity of insuring that

be Trime
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Information Center concept inciudes local/state officials as well as Federal
m{litary and civil officijals. |

(2) CONCLUSiON: The Joint Information Center must be a state/local,
Federal military, and Federal éivil facility with each of the participants
providing information on that topic of which it has cognizance, that is, the
state and local speaking for the activities in‘the state and local area, the
Federal military in the military area, and Federal civil in those activities
that pertain to the Federal civilian agencies only. 1In addition, each
public release should be cleared with each éarticipant prior to being
released.

(3) RECOMMENDATION: Reccrmend that the NARP reemphasize the need for

joint, that is, Federal civil, Federal military, and state/local Public
Information personnel to operate within the Joint Information Center to
provide cocrdinated information.

9. LOGISTIéS AND SERVICE SUPPORT

(1) COMMENT/DISCUSSION: Logistics and Service Support for the

Commonwealth of Virginia element was satisfactory in all areas. However,
problems arose during the planning in implementation of logistics directives
in that 'nitially the Commonwealth of Virginia was not considec-ed a separate
planning element within the NUWAX structure. Should states participate in
future NUWAX exercises, they must be considered separate planning elements
at the onset of the planning cycle.

(2) CONCLUSION: Logistics ard service suppcrt was satisfactory.

State elements participating in wuclear Accident Weapons Exercises chould be
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handled as separate planning elements at the beginning of the planning

J cycle.

(3) RECOMMENDATIOM Include instructions in exercise directives to

provide for the participation of state element in logistics and service
support planning at the start.

10. Topic: LEGAL AFFAIRS

(1) COMMENT/DISCUSSION: The Commonwealth of Virginia had a

representative from the Office of the Atéorney General who served as counsel
for both state and local governmenté during NUWAX-83. The goal of this

‘ representative was to advise governmegtal unit; as to the legal implications
” of contemplated a;tion and respond to specific prcblems encountered by field
i personnel. Most of the problems during the emergency were handled by agency
i personnel using their best judgment. Emergency efforts were not
significantly slowed by consultation with the Attorney General
representative. Many of thé otrcr problems which arose in the lecal field

were predictable ones and as a result relatively rapid answers were

available even with the limited library at fhe ECC. Nevertheless, legal
play during the exercise was such that the Commonwealtia of Virginia element
could not have operated properly without a representative of the Office of
Attorney General on-site. It appears though the primary need for use of
legal advice would occur during the site restoration period and not during
the emergency period. This statement is made based on the fact chét the
Commonwealth of Virginia decided not to challenge the Natinnal Defense Area

established by the military but chose to accept it and to approach its

cis-estatlishment ir a cocperative effore.




(2) CONCLUSION: In future NUWAX exercises the state element should
" have representation from its Attorney General's offire or equivalent.

(3) RECCMMENDATION: No recommendations are made in this area.

Topic: SITE RESTORATION

(1) COMMFNTS/DISCUSSION: The Commonwealth of Virginia Nuclear

Wezpons Accident Response SOP discusses site restoration. The site
restoration plar outline devélopcd during the exercise was in general
agreement with COV procedures. It is recogrized by COV that a site
restoration plan is dynamic and is dictated by the particular incident. As
a general observation however, the site restoration plan and funding and
actions to implement the plan promptly are the most important aspects of the
Nuclear Weapons Accident Response afuer the immediate emergency actioﬁs for
victims in the affected area have beer completed.

There are several matters that shoull ke included in the site restoration
plan. These we believe are the more ;:;ortant:

1. Method of assessing damage. I¢ is a recommendation of the
Commonwealth of Virginia that the Federal Emergency Management Disaster
Handbooks be used as quides to set up damage assessment teams. Under this
system there is a Federal representative, civil and/or military, a state
representative, and a local representative on each team, and the team
determines and agrees upon the extent of damage and extent of restoration.

2. The standards of decontamination. Whether the leve’ of clean-up is
that reccemendcd Ly the Envircrrmenrtal Protection leoercy, ther is, 0.2

PricrocuTies per M™wter zxruared versurs ‘he mcre crrmerly reccorired stardard




of being able to measure satisfactorily in the field of 0.6 microcuries per
meter squared really does not seer to he germaine. The standard| for
decontamination more than likely will be forced by public opinion and the
political climate at the time and may well be stated publicly as|even being
lower then 0.2 microcuries per meter squared. Practically though, the

i i

.andards must be based on dose limits and background readings of the water

and soil.

3. The protection of the ervironment during the clean-up. As the
7

J
contamination is being removed, procedures must be such that additional
: i

areas are not contaminated and the method of protecting the envi%onment

(water and surrounding area) must be decided prior to clean-up being
|
started, !

H

The site restoration plan is not a federal edict situati?n.
Practically, once the plan has been developec anéd agreed upon bﬁ Federal,
state ard local authorities ther it should go before the pwblic;in public
hearings. 1In this particular arena emoticns may have a greaterjforce than
considered, well-thought-out procedures and actions.

(3) CONCLUSION: The site restoraticn rhould be based on coordinated
assessment of damages and agreed upon methods of clean-up and r;storation.
The plan must be put tc public in public hearinaes, and the deveiopers cf the
plan, both civil and military, must be prepared.fo accept more §tringent

levels of clean-up than those recommended based on the public cririrn a% the

time of the hearings.



(3) RECOMMENDATION: It is recommended that FEMA Disaster Handbcoks

be considered as guides in assessing and surveying damage after a nuclear
weapons accident. It is also recommended that the NARP include instructions
on the effect of prblic opirion and the necressity of having public hearings

on the general site restoration plan prior to implementation.
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ANNEX G TU JOINT DOD/DOE/FEMA NUWAX-83 VOLUME II AFTER ACTION RFEPORT
CHRONOLOGY OF EVENTS

D-DAY (5 May 1983)

Times are local.
0851 (JTG Ops) Exercise starts.

0851 (JTIG Ops) Helicopter pilot issues "May Day."™ Helicopter crashes and
is on fire.

0858 (NAVY) NOF Port Gaston notified of helicopter "May Day."

0900 (JTG Opg) W55 WHS (SUBROC) lands in main wreckage, 2 W B~57 bombs
land on fence line 2rd 1 W B-57 undergoes a high order detonation.

0902 (NAVY) Large explosion reported by NOF Port Gaston.
0903 (COV) Jeffarson County Emergency Resources dispatched.
0905 (JTG Oﬁs) Town onlockers arrive on-site. 5 news media personnel

arrive at accident site.

0905 (NAVY) NOF Port Gasten reports BROKEN ARROW. COV informed.

0913 (JTG Ops) Helicopter fire under ccntrol.

09130 (JTG Ops) rire burns itself out.

0930 (COV) Jefferson County declares local emergency.

0932 (JTG Ops) IRF contingency on scene. {

09138 (JTG Ops) Heiicopter taill rumber discrepancy identified (exercise }
artificiality). /

09138 (JTG Ops) COV trahsportinc injured to hospital. |

0942 (TG Ops) COV on scene and assumes control. , ] » 1

0943 (JTG Ops) Navy has barricaded Port Gaston Road, {

0947 (COV) lLocal citizens notified of Fmerqgency Broadcast System ‘ |

activation,

0950 (NAVY) NMCC initiates emergency action conference call.
0952 (JTG Cps) S5 contaminated civilians beinqg inspected,
G-1 |



1001
1002
1005
1021
1027

1037
1039

1045
1051
1054
1109
1121
1130
1138
1149
1150
1153

1206

1213
1220
1233
1241
1253

1259

(JTG Ops) COV Fire Chief recommends people stay indoors.

{DCE ARG) DOD JNACC notifies DOE JNACC.

{COV) COV notifies FEMA, Region III and requests help.

(JTG Ops) Navy EOD arrives at accident area.

(JTG Ops) COV notified (OEES). COV declares "state of emergency.”

(JTG Ops) Governor of Virginia declares accident site a disaster
area.

{DOE ARG) DOD JNACC notifies DOD/HQ EOC of DOE/AL offer to form ARG
and provide ARG Team Leader.

(JTG Ops) Femoval of 4 contaminated personnel.

(JTG Ops) COV OEES arrives.

(DOE ARG) JNACC tranemits ARAC to COV.

{JTG Ops) EOD locates 1 weapon.

{JTG Ops) Port Gaston evacuated.

(CDCF) JNACC notif es CDCE of a potential BROKEN ARRCW.

(JTG Ops) FAA authorizes temporary airspace restriction.

(COV) Evacuation of Port Gaston ordered.

(JTG Ops) EOD locates 2d weapcn.

(JTG Ops) Fence workers decontaminated and transported to hospital.

(JTG Ops) EOD leaving the immediate helicopter accident area and
continuing search.

(JTG Cps) 3 injured are being treated at the hospital.
(NAVY) SPRF arrives NOF Port Gaston.

(STG Ops) All casualties clear of area.

(JTG Ops) Contaminated camples found i{in town reservo.r,
(JTC Ops) FEMA FRT deploved.

(JTG Ops) 3 more bodies removed to USN Hosp for 1ID.
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1300

1302

1304
1317

1324
1333

1339
1350
1356
1400

1404

1411
1420
1422
1430

1441

1453
1530
1555
1555
1600

1615

(JTG Ops)

(JTG Ops)

Legality of NDA questioned by press.

CNO recuesting following teams: ATRAP, ARG, FBI, NEST and

AMS. (Also requested JACY¥POT stard by.)

- (JTG Ops)

(JTG Ops)

(JTG Ops)
released.

"(JTG Ops)

Evacuation of Jefferson County buildirg.
EOD Team leave decontaminated area.

Widow of casualty demands husband's contaminated body be

Additional security frirces arrive and National Defense

Area signs delivered.

(JTG Ops)
(JTG Ops)
(JTG Ops)
(JTG Ops)

(JTG Ops)
arrives.

(ITG Ops)
(JTG Ops)

(JTG Ops)

COV Team finds 4 boxes and returns for instructions,
Air sampler readirgs reported, MSEL 73A inijected.
COV sets up EOC in Best Western Motel.

NDA established and players gign up.

Admiral Frick reports in at Navy Ops Cntr. SRF EOD tcam

EOD Team #? has arrived.
lLooter caught in evacuated area.

NDA expanded to include Jefferson County building.

(NAVY) SRF Commander takes helicopter tour of accident site.

(JTG Ops)

Local civilian refuses medical examination to determine

contamination.

(JTG Ops)

(DOE ARG)

Industrial and RV Park evacuated.

ARG arrives Desert Rock, NV,

(NAVY) Admiral Frick assumes command.

(DOE. ARG)

ARG Team Leader coordinates with OSC.

(NAVY) JIC established.

(DOE ARG)

ARG briefed on accident status.
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1622

1626
1635
1642
1646
1648

1650

1700
1725
1730
1731
1735

1738

1755
2000
2020
2030

2140

(JTG Ops) COV requested to move hot line back to originmal location
by Chief Umpire.

(JTG Ops) COV recalls 2 survey teams back to RCL.

(CDCE) (€-130 departs Kelly AFB.

(JTG Ops) Removal of classified papers to Hot Line.

(ITG
{JTG
(JTG
(STG
(I7G

(CTG

(JTG

(JTG

(JTG

(JTG

female)

Ops)
Ops)
Cps)
Ops)
Ops)
Ops)
Ops)
Ops)
Ops)

Ops)

Line #87 upright, cover beinq removed for inspection.
PANTEX Team arrives and enters area.

RAP arrives at 1531.

COV moves hot line back.

2 individuals cbserved watching activity with bincorulars.
Body of fence worker turned over to COV.

Bedy #7 being transported to USN Hosp.

5~Ton crane requested by Navy for tomorrow by 0815,

EOD establishes exclusion arga’around weapons.

7th bodyv identified, 4 bodies from trailer (2 male 2

rot identified.

(DOE ARG) ARG briefed by Navy EOD.

- (JTG Ops) Lire 87 is secured and team leaving area.

(DOE ARG) ARG meeting with Mavy EOD (follow-up).

(CDCE) Dcparted Nellis AFB for Mercury, NV.

{DOE ARG) ARG meeting with 0OSC.

(CCCE)

Arrived at Mercury for badging. All personnel badged.

(CDCE) Departed Mercury for NUWRY area.

(CDCE) Arrived at Navy personnel office, NUWAX area.
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D+1 (5 May 81;

0760

0745

0759

0850

0850

0850

0859

0900

0915

0930

0942

1000

1000

1000

10190

1012

1024

1029

1035

(CDCE) CDCE reports in.

(DCE ARG) ARG confirms that HOT SPOT, MIMS, and LANL radiographic
equipment have arrived at Port Gaston. ’

(JTG Ops) DOD ARG.Response Team arrives Hot Line.

(JTG Ops} Security NDA and Barrier established at 0846.
(JTG OPS) Medical Bioassay established.

(JTG OPS) DOE HOT SPOT Lab arrived on station at 0849.
(JTG Ops) 3 Navy EOD and 5 DOE ARG arrived on scene.

(NAVY) ARG/OSTD convenes organizational meeting of all
radiological assets. JRCC established.

(CDCE) Meeting on current radiological conditions at the accident
site.

(JTG Ops) JIC queried abeout contaminated seafood.

(JTG Ops) Media requests interview with home town sailor.
(DOE AR} AMS data received and distributed.

(JTG OPS) FEMA Site Restoration Meeting planned.

(JTG Opz) ARG proé;eding to site.

(JTG Ops) Looter caught at accident site.

(JTG OPS) ADM Frick Inspecting Hot Line

(JTG Ops) 1lst body recovered from area.

(JTG Ops) Msg 0614302 Fund augment action request.

(JTG Ops) Water system prop has been injected to COV.

(JTG Ops) RAP Team told CCV the necessity of setting up a
bicassay team.

(CDCE) CDCE co-located with ATRAP outside the entry control‘
point. '
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1055

1105

1113

1146

1204

1205

1245

1330

1432

1435

1457

1500

1509

1547

1605

1642

1646

1648

1700

1725

1730

1738
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(JTG Ops) Secord body removed to CCU.

(JTG Ops) Lawyer initiates action to legally remove NDA and Federal
forces. ‘ '

(JTG Ops) Two bodies moved to USN Hosp for ID - not
contaminated.

(JTG Ops)
(JTG Ops)
(JTG Ops)

(DOE ARG)

Two bodies identified.
Two more bodies were removed - 1 contaminated.
Contaminated body is being decontaminated by Navy.

Meeting on weaponc recovery approaches.

(NAVY) Initial site restoration meeting held.

First of 2 campers caught by COV State Police.

(JTG Ops)

(JTG Ops)} COV State Police released camper;

(JTG Ops) 7th body arrived USN Hosp, still ceontaminated, no ID
as yet.

(JTG Ops) Both campers retained at decon. No action taken.
(JTG Ops) Campers being processed thru Hot Line.

(JTG Ops) Campers pfocessed and released.

(JTG Ops) COV animal control cofficer requests help with contaminated
animals.

(JTG Ops) Remcval of classified papers to Hot Lin=e.

(jTG Ops) Line #87 Upright, cover being removed for inspection.
(JTG Ops) PANTEX Team arrived and entered area.

(NAVY) Meeting by OSC with senicr FEMA, COV, and DOE
representatives.

(JTG Ops) Body of fence worker turned over to COV,
(JTG Ops) Body #7 being transported to USN Hosp.

(JTG Ops) 7th body, 4 bodies from trailer (2 male 2 female) not
identified.
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2000

(JTG Ops) Line 87 is secured and team leaving area.

(CDCE) Radiological control group meeting at VA HQ. Senior Navy,
COv, FEMA, and DOF representatives attend.

D+2 (7 May 83)

0700
0700
0823

. 0842

0900
A1051
1055
1106
1114
1117
1125
1129
1141

1143

1350
1400

1424

(CDCE) CDCE assigned specific site restoration duties.

(NAVY)

OSC staff meeting.

(JTG Ops) 12 bodi s have been recovered.

(JTG Ops) NOF documentation requested under Freedom of Information

Act.

(NAVY) Site restoration meeting at FEMA HQ.

(JTG Ops) Navy EOD have found a second classified component.

(NAVY) Weapon transportation meeting held.

(ITG
(JTG
(5TG
(JTG
(JTG
(J7TG
STG
(LOE
(JTG

(JTG

Ops)
Ops)
Ops)
Ops)
Ops)

Ops)

Ops).

ARG)
Ops)

Ops)

2 individuals observed watching activity with binoculars.
Recap: Three clacsified components recovered.

Injured patient transferred to hospital.

Contaminated leg wound measured at 3000 DPM.

Two individuals observing activity have been captured.
Tirst radiograph completed.

Second radiograph completed.

DOE SST (simulated) arrives on site.

Model #1 identified.

USDA reauested to evaluate probable contamination of

agriculture at accident site.

(NAVY) Army RADCON Team commences area survey.

(MAVY) Render safe of weapons.

(JTG Ops) Army RADCON notified.




1500

1556

1601

1608

1631

1700

1800

190C
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(NAVY) Site restoration meeting at FEMA HQ.

(JTG Ops) Individual observed photographing crash site with

telephoto lens.

(JTG Ops) PRO updated (no file copy)

(JTG Ops) Water test results bad. Will be injected into play.

(JTG Ops) UPI reports that 15-30 thousand residents have

(BOE ARG) OSC meeting with senior FEMA, DOE, and COV
representatives.

(NAVY) Navy conducts meeting on weapons remcval.

(NAVY) Community Fmergency Action Teanm established.

D+3 (8 May 83)

Q760

0730

0736

0918

0923

0925

1054

1130

1133

1156

1205

1210

1220

1230

(NAVY) OSC staff meeting.

(NAVY) Navy completes fixing contamination.

left area.

(JTG Ops) Two 55-gallon drums ordered for radioactive waste.

(JTG Ops) Four EOD in area approaching MOD #1.

(JTG Ops) Four memb=2r ARG joined the EOD team.

{COV) Water sample from reservoir forwarded for analysis.
(JTG Ops) Press briefing at 1330.

(JTG Ops) Rad team to area west of bleachers.

(JTG Cps) Army sending more teams into area.

(JTG Ops) Weapcn moved to weapons packaging area.

(JTG Ops) Family of dead crewman demands return of body.
(JTG Ops) Weapon placed in weapcen container can.

(JTG Ops) Request to keep RADCON Team out of bleachers.

{JTG Ops) First weapon almest completely packaged.




1244

1300

1324

1325

1342

1345

1430

R~

-
. n
[
N

1518

1521

1535

1549

1609

W
A
E
¢
o

(JTG Ops) COV and ARG team exiting area, another team entering.
(JTG Ops) Press bgief was completed.

(JTG Ops) DOE - ARG departing area.

(JTG Ops) Reeco crane operation lifting second weapon.

(JTG Ops) The 4-man Army RACDON is departing the area through the

.COV Hot Lire. :

(JTG Ops) Second item transported to PANTEX area and EOD has exited
area. Weapon recovery complete. '

(NAVY) Meeting held to coordinate NDA reduction.
(JTG Ops) EOD Team found component in trailer.
(JTG Ops) Two items physically loaded on flat“ed truck.

(JTG Ops) Weapons specialist offered money for classified
information.

(JTG Ops) Call from Washington updating MSEL.

(JTG Ops) Protesters call for complete halt of all weapons
movements.

(JTG Ops) Search team has left the area.

D+4 (9 May 83)

0709

0900

0909

0930

0930

0959

1004

1020

1027

(JTG Ops) Logistics: Three Sssgalloh radioactive waste cars arrive.
(DOE ARG) Site restoration meeting at FEMA HQ.

(JTG Ops)‘Reeco personnel entering NDA area.

(JTG Ops) All éix classified components have been found.

(NAVY) Weapons moved from Port Gaston. DOE gains custody.

(JTG Ops) Player reporters in bleacher area.

(JTG Ops) Nav? securit? will dissolve NDA,

(NAVY) Army RADCON Team completes area survey.

.{JTG Ops) Large number of protesters observed traveling to accident
site.
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i027
1030
1045
1041
1110
1130
1133
1155

1237
1300

1308
1322
1332
1700

D+5 (10

(JTG Ops) COV cleared player press thru Hot Line.

(DCE ARG) All weapcns components across Hot Line and packaged.
(JTG Ops) Unauthorized person infiltrates press conference.
(NAVY) Last three‘components thrﬁ Hot Line.

(JTG Ops) Weapons recovery is complete.

(JTG Ops) EOD left area; unauthorized person in press conference.
(JTG Ops) Unauthorized person in custody.

(JTG Ops) Four man RADCON Team departing area.

(DOE ARG) NVO agrees to provide safe haven for shipment pending
final resolution. '

(CDCE) Determined that 9400 DOT 7A fiberaglass lined wooden
containers would be needed to transport the contaminated material.

(JTG COps) Seven man COV team is leaving the area.

(JTG Ops) Public Affairs SITREP.

(DOE ARG) MNVO egrees to accept contaminated soil and materials. |
{NAVY) NDA dismantled and area turned cver to COV.

May 33)

0900

0926

0947

1000

(CDCE) Site restoration meetirg.

(JTG Ops) VA esteblished security access Rt 619.
(JTG Ops) RADCON Team entering area.

(NAVY) Site restoration meeting held.

(JTG Ops) Additional moritoring assets requested.

NUWAX-83 terminated.
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ANNEX H TO JOINT DOD/DOE/FEMA NUWAX-R3 VOLUME II AFTER ACTION REPORT
MINUTES OF THE FOLLOW~ON NUWAX~-83 SITE RESTORATION PLANNING MEETING
CONDUCTED 27-29 SEPTEMBER 1983

1. A follow-on site restoration planning meeting for the Joint DOD/DCE/FEMA
Nuclear Weapon Accident Exercise 1983 (NUWAX-83) was conducted at
Headquarters, Defense Nuclear Agency (HQDNA), €801 Telegraph Road,
Alexandria, VA 22310 on 27 through 29 September 1983. Field Command, Defense
Muclear Agency (FCDNA) message DTG 1219372 Sep 83 formally announced the
meeting. Objectives of the meeting were defined as follows: ‘

a. To identify basic site restoration issues and the necessary steps to
resolve them. '

b. To further identify éxpected agency relationships and
responsibilities which were not already clearly defined.

c. To assess the value of the DECON Computer Program at an accident
site.

2. Major General Tate, Deputy Director for Operations and Administration,
Defense Nuclear Agency, opened the meeting with introductory remarks
stressing the significance of the various site restoration issues which need
o be resolved. He stated that many of the issues could be addressed by the
individuals present at the meeting, and that any solutions reached would be
helpful if a nuclear weapon accident occurs.

3. LCDR Carl Fesler, FCDNA, presented a briefing on the Nuclear Weapon
Accident Radiological Resvonse Seminar which was conducted at FCDNA on 14 ard
15 September 1983, LCDR Fesler highlighted the follcwing areas:

a. Identification of data collection requirements to supy >rt public
health and decontamination efforts.

b. Determination of the "special teams" capabilities to support
collection requirements.

c. Development of common procedures to support data collection and
processing efforts.



After a short break, LCDR Fesler gave a presentation on the NUWAX-B3 scenario
rand situation t¢ be considered in meeting discussions. Changes made to
NUWAX~83 events und physical layout regarding site restoration were noted.
The changes werc made to simulate additional actions completed and to better
represent an urban Virginia environment than was possible at NUWAX. An
abbreviated summary of the situation is at Inclosure 1. LCDR Fesler stated
that these minutes should provide agencies and organizations a basis for
development and ccordination of site restoration procedural guidance.

4. The difficulty in making comparisons between the effectiveness and cost
of different decontaminaticn and restoration options was identified as &
major problem during NUWAX. A computer program developed for the Nuclear
Regulatorv Commission (NRC) offers a possible solution to this problem. Mr.
Jack Tawil, Battelle Pacific Northwest Laboratories (PNL), with the help of
his associates, Mr. Rich Adams and Mr. Dennis Strenge, furniched a detailed
briefing on the DECON Computer Program which was being modified for
application to the NUWAX scenario. The program was originally developed for
the NRC, for use in environmental impact statements when proiecting off-gite
consequences of nuclear reactor accidents, and appears adaptable for use in
response to a nuclear weapon accident. The DECON briefing included the
following information:

. a. Background on the work done by PNL for the NRC and the basic factors
cghsidered.

b. The objective of the proqrém is to identify the most cost effective
mgthods of achieving decontamination considering single and sequential
decontamination methods and operations, time factors, personnel and equipment
needed, and material labor and equipment costs.

c. The program utilizes two data bases, 2 site data base and a reference
data base. The site data base requires generation for each specific accident
site. Information required is the target decontamination level (maximum
contamination levels after decontaminaticn is completed), the levels of
contamination before decontamination, the land use (types of surfaces), and
property values. The reference data base contains generic data on
decontamination procedures by surface type. This includes decontamination
operations which can be performed on the surface, the effectiveness of the
specific decontamination operation, the estimated cost per square meter to
perform the operation, and the estimated square meters per hour which can be
decontaminated by the operation.

d. The methods by which the date bases wcre developed were described.
Ouestions from the floor determined that . ost estimates were hased on general
labor costs for performing similar type work in an uncontaminated
environment. It was generally felt labor would receive a premimum for
working in a contaminated arca and the cost estimates which would result from
the existing data base would be low.
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e. A short briefing was also provided by Mr. Rich Adams on the possible
application of a computerized socio-economic analysis to site restoration
planning. Such a computer program (MASTER) for use in major disasters has
beer developed for DOE. Discussion from the floor strongly questioned the
use of the socio-economic approach as a primary method for estahklishing

‘restoration priorities, while at the same time acknowledginag that
socio-economic factors should be considered.

5. Meeting attendees were divided into five sub-aroups to discuss site
restoration guestions and issues on the sccond day of the meeting. The
sub-group assignments were made to allow the widest possihle representation
~of participatirg agencies within each group. Day two of the site restoration
_meeting was dedicated to sub-group discussicns and preparation of sub-group
presentations on the questions assigned.

6. Day three of the meeting was used to discuss group conclusions on the
questions and issues addressed. The following paragraphs are a composite of
sub-group presentations and floor discussions during the presentations. Thc
views expressed represent those of mecting attendees and do not necessarily
represent the position or view of the Defense Nuclear Agency or any other
agency o0r organization participating in the meeting.

a. Question: What decisions on decontamination need to be made quickly?

(1) Factors and Options Conrgideraed/Recommended:
Within the context of the NUWAX-83 scenario as briefed, the area had been
previously evacuated, and EOD coperations completed. Therefore, the only
factors considered were those dealinn with decontamination and site
restoration. Those decisions which were required quickly within this context
were decisions on possible actions to confire the spread of contamiration and
limit the problem. Possihle actions which could be performed immediately
after the accident were reduced in the discussions to fixing. Vacuuming of
some surfaces such ac streets to remove the contaminaticn prior to fixing was
suggested, however it was the concensus of attendees that conventional street
vacuums did not have adequate filtration systems and would have limited
effectiveness in removing contamination while at the same time causing
resuspension. Use of fixatives is discussed as a separate question, however
it should be noted here that before a decision to use fixatives can be made
and implemented, the levels and areas of contamination must be identified.

(2) Command/Decision Authority:
The cn-scene ccmmander should be the decision authority for the immediate use
of fixatives.

(3) Time factor:
Existing and’ forecast weather will determine the speed with which a decision
on the use of fixatives is required. Radiation surveys will be required to
identify areas where use of permanent, or semi-permarent fixatives are
appropriate. Ir general, fixatives should be applied, when appropriate, as
soon as possible.



A

: {4) Relatad Questions and Issues:
Data on the suitability or unsuitability of various commercial vacuum systems
for decontamination operations needs to be compiled for ready reference. The
data should include larage systems such as street vacuums and smaller shop or
industrial vacuums which may be used in buildings or or small irreqular
surﬁaces. If an unsuitable system is acceptable with modification or use of
a norstandard filter, necessary modifications should be noted.

b, Question: Do you leach contamination into the so0il?

(1) Factors and Options Considered/Recommended:
Plutonium leached into the soil remains in a narrow band very near the

surface. It dces not reacdily move towards deep water supplies or become

incorporated into plants via uptake through the roots. Leaching is a very
ineffective system of removing the plutorium hazard and should only be used

for ‘short term control of resuspension. Leaching should not be a concern

when deciding whether or net to use water for other decontamination

oper atlons, although when water is used, care should be exercised to prevent
or control runoff. Sprinkling, which uses less water than leaching may also
be used as a temporary fixative, but its effectiveness rapidly deteriorates
as the water evaporates.

(2) Related Questions and Issues:
Data on leaching and plant uptake should be compiled into a reference
handbook for use in supporting discussions with state and local authorities
on the use of water in decontamination operations and the effect of residual
contamination levels in the soil on water supplies and the food chain.

c. Question/issue: When, how, and what type of fixative should be

gutilized?

(1} Factors ard Options Considered/Recommended:
Since plutonium can be expected to remain close to the surface of the soil,

.the use of a fixing agent becomes an important issue. Although the current
édraft EPA gu1dellnea on transuranric materials do not mention the use of a
§f1xing agen*, the next draft of this document will address such use. When
fdec1d1ng on a fixative tc be used, its availabilityv and effectiveness under
‘varying weather conditions, and the type of surface to be fixed mus: be

considered. The type of surface, size of the area to be fixed, and the
equipment available will affect the method of dispersal. When selecting a
fixative its effects on subsequent decontamination operations must also be
considered. The use of fixatives may reduce or remove respiratory hazards
durina decontamination operations. If a surface is to be removed and
replacnd, a firative can be permanent (nonremovable) and the fixative may
redlice the spread ot contamlnatlon during the removal operation. If a
curface is to be left in place and decontaminated, the fixative should not
damage the surface and should be temporarv or semi-permancnt (remevable) in
order that decontamination cen be performed. A commercial dust palliative,
COHEREX, was considered the hest all purpose fixative for ground surfaces
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which should be readily availible because of its wide commercial use as a
dust palliative, Light vegetable oil and water are usually available and can
also be effective in some circumstances., Strippable or normal paint may be
appropriate for some surfaces. Road oil or thin layers of asphalt are
extremely effective fixatives but have only limited applications.

(3) Decision authority/agency:
The on-scene cormander would be responsible for making a recommendation for
its use, but State/local approval would be required before permanent or
semi-permanent fixing agents could be used on privately owned property.
Advice from Health and Human Services (Public Health Department), EPA, U.S.
Department of Agriculture, or the U.S., Food and Drug Administratisn should be
obtained if the fixative used could affect the food chain or the environment,.

" (4) Time Factors:
Use of a fixative on highly contaminated areas (100uCi/m? or greater) is

recomnended as soon as possible,’
(5) Related Questions and l:sues:

{a} Available data on fixatives is scattered and in some cases
incomplete. A handbook should be compiled from available data and maintained
by the DOE ARG, or other organization which would respond to all accidents,
provide information on the types of fixatives appropriate for different
surfaces, coverage factors required, methods of application, environmental
effects, potential effects on subsequent operations, and possible sources, A
copy of the handbook should be kept in the JINACC for telephonic reference
prior to arrival of the response organization on scene,

{b} The potential impact of any given fixative on subsequent
operations was noted several times. It was suggented that a study of the
effect of fixatives on subsequent decontamination operations, and on their
long term effects on the environment when left in place may be appropriate.

(c) Any ramifications of using a fixative on explosive ordnance
disposal procedures were not addressed.

d. Question: Where and how do you obtain the work force to perform
decontamination operations?

(1) Factors and Options Considered/Recommended:
The capabilities of local firms should bhe asseszed ard Federal resources
employed only when necessary. Local companies should be util’zed, when
feasible, but only qualified and experienced radiation workers shnuld
probably be used in areas with high levels of contamination. Publi. ’aw R
dealing with Federal and state contracting procedures may apply to
decontamination and restoration operations which are contracted.

(2) Command/Decision Authority:
As the responsible Federal agency, DOD, represented by the on-zcene
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comménder, will determine the source of the work force. Recommendations {1om
state and lcocal aunthorities should be consjiderced.

(3) Related Questions and Tssuces:
Procedures used in the DOF Remedial Actien Program for contractina work
forces for decortamination operations should be examined for applicability fo
accident responsc.

e. Questien: What is the radiation protectior program for the work
Yorce and whe administers it?

(1) Factors and Options Considered/Recommended:

The work force will consist of radiation monitors, craftsmen, and common
labor, some of whom may not have previous experience as radiation workers.
Response personnel who are rormally radiation workers will be in some form of
a dosimetry program maintaired by their acency or organization. If people or
companies are employed who are not in, or do not have, a radietion safety
program, a program will have to be established for them. A common data base
should be used for all response persornel to permit identification and
Anvestigation of any doses which mav have been incurred by the work force and
to facilitate ordering and restocking sufficient gquantitics of anti-
contamination clothing and other supplies and equipment to support the work
‘force. Interagency cooperation will be required to insure consistency
between radiation safety procedures used, and that necessary dats is provided
‘to the radiation safety office of each worker's agency. TInteragency
‘cooéeration should be effccted through the establishment of a Jeint
Fadiological Coordination Center (JRCC). The JRCC should insure training is
provided feor people not previously trained as radiation workers, and should
establish a dosimetyy and bicassay program for the work force. Computer
support will probably be necessary to maintain an effective pregram.  The
JRCC must be established as soon as pessibhle. If the Service Response Force
(SRF) has a specialized team, it might be desirable to put that team in
charge of the JPCC. 1In the absence of a specialized team within the SRF, or
when agreoed upon by the 0SC, the DOE Off-Site Technical Director should
assume the lead role.

(2) Decision/Command Authority:
The Secretary of Defence (SECDFF) has established radiation safety and
protection requirements for service and DOD employees as reauired by law,
These requirements ‘will be implemented by the on-scene commander. Other
Federal, state, and local government agencies may have their own roadiation
safety requirements, however, if these requirements are to be used they
should mect or exceed DOD requirements,

(3) Time factors:

The agency/ornnnizétion responsible for JRCC operation should be
predesiarated and gpecified in the NARD by pesition. The first personnel te
arrive should establich the JRCC and should carcfully note the arrival of all
t?ams and_their capability. Entry control, dosimziiy and  hicassay, and
“radiation protection procedures should Lo established and implemented prior
ﬁp entry of civilian work fores personnel, other than for the performance of
amerygency functions,
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(4) Related Questions and Issues:

(a) All radiation survey and dosimetry data should receive
centralized processing to insure consistent interpretation of data. Raw data
should not be released for use or information prior to evalvation and
correlation within the JRCC.

(b) Common calibration sources and procedures should be used for
all radiation monitoring equipment to minimize differences in instrument
readinas.

f. The following discussion addresses the three following questions:
Yhat are public re~entry criteria during the period of
decontamination and restoration operations?
Should people ke allowed to occupy any area that will

subsequently be decontaminated?
Should vou allow for re-entry at different contamination levels

at different sites, e.g. transit on roadways, or work places vs. residences?

(1) Factors and Options Considered/Recommended:
The question of re-entry criteria can be addressed for two different
situations: temporary re-entry to perform emergencv functions and permanent
resettlement. PRegardless of which situation is considered, a method of
determining if, or how much, of a radiation dose was received by the
individuals will be required. From a health physics point of view, it is
feasible to permit persons to re-erter a contaminated area as long as
established dose limits are not exceeded. The dose incurred by people
entering the area would depend, not only cn the level of contamination, but
on the exposure time,

(a) Fmergency functions which may require re-entrv encompass
more than the emergency rcsponse to the accident itself. Other emergency
tunctions may include the phased shutdown of an industrial plant to prevent
damage to equipment which could be caused by an immediate shutdown,
operation/maintena.ice of public utilities which may scrvzs areas outside the
contaminated area (e.q. & lzphone relays or switching units), or care of
agricultural animals. People entering to perform emergency functions would
be volunteers, and shounld he provided training in the approrriate radiation
safety procedures. Their entry should be governed by the protective
quidelines for radiation workers.

(b) Re~entry for permanent settlement may be allowed in areas
where the proiected cumulative dose received during the period prior to
decontamination and in the post decontamination period is below the
acceptable dose limits for the general public. When considerine re-entry in
the case, the possible effect of tracking contamination into areas which
would not otherwise require decontamination must be evaluated. Public
perceptions of the health risks associated with returning to their homes cor
workplaces in this case will influence such a decision. State and local
authorities can be expected to take a congservative approach, and if such

H=-7



resettlement is proposed, the importance of explaining the rationale and any
risks involved ir an understandable manner cannot be over emphasized.

(2) Command/Decision Authority: ‘
Any decision to permit re-entry would be made by State/local officials,
probably on a case by case basis. Federal recommendations may or may not
influence the decision. The on-scene commander should support re-entry to
perform emergency funcitions and should assist in evaluating the feasibility
of re-entry for settlement. EPA, HHS, and USDA are Federal agencies whose
view should be considered in such a recommendation or decision.

{(3) Time Factors:
Decisions on re-entry to perform emergency functions need to be made
immediately. Decisions on re-entry for permanent settlement should not be
made until air sampling data has been obtained, contamination levels
determined, and the projected dcse for all pathways determined.

'(4) Related Questions end Issues:
What measures or controls are required for pets, agricultural animals, and
wildlife in the contaminated area? There is an existing agreement Letween
the Red Cross and the Scciety for the Prevention of Cruelty to Animals to

" shelter pets ir a major disaster. However, it was felt the capacity of

existing animal shelters, and the need to monitor and decontaminate pets
would render this procedure ineffective in a nuclear weapon accident. Care
for agricultural animals was addressed under entry for emergency functions.
Fish and wildlife authorities may rectrict fishing and hunting until
monitoring on a randem sampling basis can determine that the handling or
consumption of wildlife dces not present a health risk.

g. Questien: What levels of radiol-wgical contamination require
respiratory protection?

(1) Fractors and Options Considered/Recommended:
surface mois*ure, whether or not contamination has been fixed, availability
of air sampling and grourd survev data, and the quality and type of data
available are all factors *to be considered when determining what levels of
contamination require respiratory protection. In general, respiratory
protegtion should not be required at surface contaminatiorn levels below 4.5
uCi/m“. Guidance as amended in the proposed change to the Nuclear Weapon
Accident Response Procedures (MARP) Manual is appropriate for use in the
initial response. leater in the response when additional data is available,
requirements for respiratory prote.tion should be established by the on-scene
commander based on recommendations from the Joint Radiological Control Center
(JRCC) .

(2) Decision authority/agency:

On-scene commander (OSC) with assistance from JRCC within the area under his
authority. Guidance on respiratory protection requirement by civil and
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military authorities should be consistant. Any differences should be
resolved within the JRCC by health physics personnel from all participating
organizations,

(3) Time Factors:
Respiratory protection requirements must be prescribed gquickly in the initial
response. Priority should be given to the collection of data upon which to
base decisions on subsequent requirements for respiratory protection.
Initial air sampling data should be available within 2 hours of initiation of
data collection efforts.

(4) Related Questions and Issues: )
Standardized units should be used foE reporting radiological survey results.
Microcuries per meter squared (uCi/m”), was used in NUWAX-83, and continued
use of this unit as the standardized unit of surface measurement is
recommended. Units used in NUWAX-83 for air sampling data varied and
standardization is required.

h. Question/issue: What should priorities for decontaminaticn and
restoration be based on? : '

(1) Factors and Options Considered/Recommended:
The needs of the community as a whole need to be considered. Priorities
should be based on how to best take care of the people. The most economical
method tc restore the area to normal use should be used. Methods to contain
the contamination and prevent further spread of contamination are preferred.
Access to the area must be considered when establishing priorities. The
level of pedestrian or vehicular traffic by response personnel, or others,
through the area may influence procedures used. The effects of topographyv
and weather on the spread of contamination prior to decontamination, and
during decontamination operations must be considered when establishing
priorities. To assist in establishing priorities, weather forecasts and
statistical data providing the prcbability and projected amounts of rain
before decontamination is expected to be completed will be required. To
determine the optimum approach to decontamination and restoration, a
radiological survey must be completed and the uses of the affected land
identified, Fixing should be considered to minimize the spread of
contamination until decontamination operations can be performed.
Construction of settlement ponds may also help control the spread of
contamination by surface water runoff. The application of fixatives or other
control measures may limit the possible methods of decontamination which can
be used in an area, while at the same time providing flexibility in the
scheduling of subsequent operations and reducing the need for respiratory
protection,

(2) Command/Decision Authority:

Overall priorities for decontamination will normally be established to meet
the requirements of the local community.
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(3) Time factor:
Actions to minimize the spread of contamination should begin immediately
after initial emergency actions are completed. Decisions should be carefully
and fully evaluated to insure initial actions do not adversely affect
subsequent actions.

i. Question: Should requirements for respiratory protection and
environmertal conditions be considered in developing decontamiraticn

priorities and schedules?

(1) Factors and Options Considered/Recommended:

- The impact on the commurity if decontamination operations are delayed is the

primary consideration. If the cortamination can be fixed and decontaminated
with little or no respiratory protection required this would be the preferred
method. If respiratory protection will be reguired and ccoler weather later

in the vear would reduce the risk of heat injurjes to the work force, it must:

be determined if any spread of contamination would occur prior to
decontamination, and if such delays would adversely affect the community.
Early in decontamination anrd restoration planning projected weather should be
considered and those areas where work will require respiratory protecticn
scheduled in a manner to minimize pessible heat injuries to the work force
without delaying decontamination operations to the extent feasible.

(2) Command/Decision Authority: ,
The on-scene commander, in coordination with state and local authorities.

(3) Time factor: Scheduling of operations to minimize delays and
reduce risk of heat injuries to the work force should be consicdered wher
decontamination and restoration planning is initiated.

j. Question/issue: Should the restoration plan address reparations and
possible release of nonspecific claims (e.g. possible devaluation in resale
value of property placed on the market at an indefinite time in the futurz)?

(1) Factors and Options Considered/Recommended:
Public perceptions of the effectiveness of decontamination and restoration
operations ard any remaining health risk will directly influence whethex
affected property is less desirable and therefore less valuable. Perceptions
will also change as a function of time. Claims procedures are established by
public law. It was therefore concluded the restoration plan should contain
only procedures for filing a claim and ro reference should be made in the
plan to reparations for nonspecific damages.

(2) Decision authority/agency:
On-scene commander,

(3) Time factor: Claim filing procedures should be established prior
to, or during, site restoration plan development,
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k. OQuestion: How will the level of residual contamination which does
not result in exposures exceeding 1 millirad/year to the lung and 3
millirad/year to the bone be established?

(1) Factors and Options Considered/Recommended:
Proposed EPA guidelines regarding exposure to transuranic material, recently
redrafted and submitted to DOD, DOE, and NRC, were used as background for the
discussion. DOD and NRC have responded to these proposals in a manner that
appears to support EPA proposals. DOE has not yet responded to EPA's
proposals. The propcsed standards contain the same dose rates as proposed in
the above question and as used in NUWAX-83. The proposed guidelines also
include a screening factor of 0.2 uCi/m2, below whica levels no corrective
action or evaluation of potential dose is required. The dose which would be
received in areas contaminated above the screening level must be assessed and
corrective actions initiated when the resulting dose would exceéed the
prescribed guidelines. The dose received at levels above screening levels
will depend on such factors as land use and the amount of time which people
actually inhabit the area. JTn some cases, long term zoning to prevent a
change in land use at some later date couid be a possible alternative to
decontaminating areas of low level contamination. Whether or not different
reésidual contamination levels for different land uses are used to satisfy the
dose quidelines, decision makers will have to deal with the issue of
justifying to the public the acceptability of any and ail cleanup criteria.
Technical data that must be ccnsidered when evaluating corrective actions
required inr areas above the screening level will be based on dose pathways
with the inhaiation pathway being the most signrnificant in a plutonium
accident. The maximum amount of residual contamination would be determined
by analysis of this technical data through dose modeling procedures.
Sub=-groups addressing planning and scheduling of restoration operations
observed that to perform planning which can be effectively and rapidly
implemented, existing stardards, whatever they might be, must be used rather
than proposed standards as was done in NUWAX-83, :

(2) Command/Decision Authority:
The draft Federal Radiological Emergencv Response Plan contains the concept
of a "Cognizant Federal Agency” (CFA). The CFA would be responsible for the
Federal position in negotiating cleanup criteria with State and local
authorities. 1In a DOD nuclear weapon accident, DCD would be the CFA and
SECDEF or his representative as designated through the chain of command would
be the decision authority. Other agencies that will have an input to the
Federal position may include EPA, DOE, HHS, and USDA,

(3) Time Factors:
It will take scme time to fully integrate all the technical and political
factors, both in intra-Federal and in Federal/state negotiations, to resolve
cleanup criteria issues., Anr environmental impact statement may be required

before final cleanup operations are performed.



(4) Related Questions and Issues:

{a) The dose models to be used to determine acceptable residual
cortamination levels which meet or are below the prescribed dose guidelines
need to be identified. Assuming the inhalation pathway is the most
significant dose pathway, resuspension factors, ground roughness factors,
particle size, and air mass loading for the area will need to be determined
and considered.

(b) The net positive benefit of cleaning up to a given level
will need to be considered when planning cleanup operations. Althouch it may
be technically possible to cleanup to a level below that necessary to comply
with the prescribed standards, the costs (both dollar costs and normal work
risks to the lives of the workers) should be weighed against the decrease in
long term health risks expected to be realized by cleaning up to lower
levels. Data showing these trade~offs was required to obtain funding from
Congress for the Eniwetok cleanup. Similar data can be expected tc be
required to obtain funding following a nuclear weapon accident. This type of
analysis also aids in identifying a residual contamination level which is as
low as reasonably achievable (ALARA) and has been used by DOE during
decontamination operations to reach agreement with the involved communities
on acceptable cleanup criteria.

(c) Once a screening or decontamination level has been
established, it must be determined how many and what type of samples should
be taken and averaged in a specific size grid area to determine the level of
cor tamination in that grid. The number of samples needed may depend upon the
intensity of the land use, with the more intensely used land requiring more
sampling.

1. Question: Should provisions be made for deploying the DECON computer
program to an accident site?

(1) Factors and options considered/recommended:
The concept of the DECCN program was considered good, however several
reservations concerning its validity, as written, were expressed. It was
felt if a program such as DECON were to be employed, it would be most
desirable to deploy it to the accident site. Off-site use would create
delays which would partially negate its value as a decision making toocl, but
in view of the time required fcr: decontamination operations, it could still
provide useful information. The program was not operational at the meeting
and the value of the specific product could not be assessed. Specific
reservations concerning the program, as briefed, included:

(a) A feeling the program was trying to do more than was
feasible, particularly in the area of convertinyg dose to target
decontamination factors.
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(b) The validity of cost data based on the cost of similar work
in uncontaminated areas was challenged. Premium wages for working in
contaminated areas would result in low estimates for the cost of labor
intensive decontamination methods. It was also felt the cost data used was
too regional ané may not reflect national averages.

(c) The lack of cost data for transportation and off-site waste
disposal of contaminated waste for decontamination methods requiring the
collection and disposal of waste was felt to be a significant deficiency in
the data base.

(d) The effectivness of leaching as a decontamination method
was questioned. Additionally it was felt the possible side effects on the
eco-system from the use of EDTA to enhance leaching had not been considered.

(2) Time Factors:
If used, the DECON program would not be required during the initial response,
but would be needed when restoration planning was initi:ted. :

(3) Related Questions and Issues: It was noted that many decisions
or actions which may be made eariy in the accident response could have
significant impact on later decontamination and restoration operations. It
_was recommended that a detailed study of site restoration and decontamination

procedures be performed using system and fault tree analysis to identify
operations or procedures and their effects which could help or hinder
subsequent operations.

8. LCDR Fesler concluded the follow~on NUWAX-83 site restoration meeting bv
thanking the participants for their diligent efforts.

FOR THE COMMANDER:

1 Inclosure WALTER C. FESLER

as LCDR, USN
Chairman
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SITUATION SUMMARY
Affected Portions of Port Gaston

3 Neighborhoods
- lower socio-economic class near business district
- Hillview -~ middle class
- Cypress Park - upper middle class

14 Businesses

Agriculture
J.D.'s Produce Farm
10 acres corn
3 acre peach orchard
grazing land

Jefferson County/Port Gaston Sratistics

Jefferson County Port Gastun

Population 37,000 7,000
Income Level $12,300 $12,800
Work Force 12,220 2,312
Unemployment 5% summer 8% off-season

611-977 115-187
Welfare Cases . 1200-2500 227-472
Rental Housing $200-3450/mo
Housing Vacancy

Rate 1.5%

Hotel Rates $18-5$35/day {off-season)

$26~$53/day (summer commencing 1 Jun)
Hotel Vacancy
Rate ‘ 20% (off-season)
Bond Issues $5.5 million (matures 85 & 89) $1.5 million (matures 95)

Economic Base - Light industries and services in relation to near-by military
bases. Summer tourist trade.

Weather - US Weather Service statistical data
Average May rainfall 3.3 inches
Daily probability of measurable rain - 0.32
Assume no rain for 10 days following accident

Inclosure 1
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Possible Government Related Claims

- Lost tax revenues
-~ Ac~ident related direct custs and social and emergency services.
> - Reimbursement for direct emergency outlays to affected populace

Affected Busiresses

Gabes Meat Packing Plant

J.D.'s Produce

S..ckills Plastic Medical Products
Oceanside Salvage

Tattoo Parlor

Burke's Furnance Filter Co

Seven Seas Investment Bank

Catfish Cabin Cafe and Fish Market
Anchor Away Pawn Shop

Super Market ‘

Sailors Farewell Trailer Park
Hotel

Radio Station

Businesses employ 370 people (16% of town work force)
Annual tax revenues from businesses - $120,000

Possible Business Pelated Claims

- Loss cf perishecble and/or contaminate. inventories

- Loss of sales/business while closed

- Loss of customer's who den't come back wher reopened
- Peduced propcrty values




Affected Residents

265 Families (615 people)

166 from single family homes (2-vacant houses)

27 from Sailors Farewell Trailer Park

58 from Gaston Tower Apartrments (2 vacancies)

24 from units with very light or no contaminaticn

Single Family Homes ‘
Location Number Median Value

Cypress Park 47 $140,000
Hillview 70 $60,000
Business District 51 $18,000
Total 168 $12,000,000 (approx)

245 families are now registered with Red Cros:;

Some families have been temporarily placed in the approximately 150 urnits
which were vacant throughout Jef{ferson County. Many more remain ir hotels,
Trailers reguested from FEMA are arriving and being installed to accomodate
others presently in hotels.

Evacuees were told thoy would be in temporary housing for a minimum of 30
days and the demands for more specific information are increasing daily,

Many requests have been made for household goods, clothes, ard cther personal
proper.y left behind.

Contarinated Private Vehicles

Cars belonjing to families living in the area
Ho car families - 21

| 1 car families - 126 126 cars
| 2 car families - 107 214 cars
| 3 car families - 11 33 cars

Total 373 cars

Approx 200 of these were driven cut of the area refore the accident.

Business employees, customers, and others drove approximately 250 cars into
the area before the accident.

Total contaminated vehicles -~ approx 425
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Possible Private Claims

« Logt wages
-~ Expenses for displaced persons

Reduced property value
Replacement of contaminated cars

Radiological Response Actions

- Families evacuated shortly after accident
= Affected personnel monitored and bioassay program established
- Only monitorirg/response personnel have Leen permitted into contaminated

area.

- Fixatives have not been used, (NUWAX play simulated use)
- Comprehensive radioicgical survey performed.
- Refinement continuing

Restoration Actions Identified During NUWAX

Phase 1 - Decontaminate all areas contaminated above levels of 20uC1/m2.

Construction of earth dams at confluences

kemove topsol) and vegetation to depth of 6“, or greater if
required

Remove and shred all vegetation

Scrub and wet vacuum all paved surfaces

Wash exterior wallo of all buildings

Decontaminate all poseible personal property valued at greater
then $300 (levels of contamination in building interiors unknown)
Fix materials on roofs, and later replace them,

Phase 2 - Remedial actions will be performed to assure maximum doses as
result of exposure to plutorium will not exceed 1 mrad to the lung
and 3 mrad/yr to the bone,

Alternative
scquisition

to individual decontamination of buildings would be Federal
of the aree and demolition and removal of buildings as part of

area decontamination.

Environmental Impact Statement (EIS) is being prepared.

Initial decontamination actiorns will be initiated prior to filing EIS.

Recommended
agencies,

regstoration actions to be reviewed by higher authorities in all

Review process will provide for pﬁblic imput as prescribed by state law,

H-17
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